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E PossiBILiry of transplanting marrow in man has in- 

4] trigued the interest of a number of workers in recent 
gi i years because of the rather obvious success of marrow 
a] transplants in preventing early death in animals that have 
esesesesesin been exposed to lethal radiation. As a consequence of 
this interest, several aspects of the problem in man have been reasonably 
well explored and may be summarized." * 

In the transplantation of marrow from one individual to another, 
for example, to one who has been exposed to radiation accidentally or 
in the course of cancer therapy, it is apparent that the chances of 
obtaining a functioning graft are dependent upon the degree of histo- 
compatibility existing between the individuals concerned, the donor 
and the recipient, and upon the degree to which the radiation exposure 
or the disease has weakened the recipient’s ability to react against 
foreign tissue. 


* Presented at the Fourth Annual Postgraduate Week, Frontiers in Medicine and Surgery, of The 
New York Academy of Medicine, October 26, 1960. 
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The ability to react against foreign tissue, and against antigens in 
general, is a function of the lymph tissue of the body. It will vary 
accordingly with the integrity of this tissue and the effects upon it of 
radiation, chemical agents, or primary disease. The histocompatibility of 
the transplant, on the other hand, is a genetically determined property 
varying with the genetic similarity of donor and recipient. In man, it is a 
close or identical relationship in the casz of identical twins, and a less 
close relationship varying somewhat with consanguinity in other in- 
dividuals. 

Because of their histocompatibility, successful transplants of mar- 
row, with early resumption of hematopoietic activity, may thus be 
expected following infusions of marrow that are taken from one 
identical normal twin and administered to the other following the 
latter’s general exposure to ionizing radiation, Several instances of this 
type have been reported, including one by Dr. E. D. Thomas and 
colleagues, in which early resumption of normal hematopoiesis was 
secured in an irradiated leukemic twin after an exposure of 1600 
roentgens. Unfortunately, the duration of normal blood formation was 
short. The disease recurred and death from leukemia followed in a few 
months, Similar results, using stored samples of the patient’s own normal 
marrow that had been taken during periods of remission, have been 
reported by other workers. 

These investigations with transplants of isologous and of autologous 
marrow have served to illustrate that doses of radiation, known in 
animals to be sufficient to destroy lymphoid defenses to the extent 
necessary for the acceptance of transplants of foreign marrow, are not 
doses of radiation that in man produce so much general radiation 
damage as to preclude recovery of vital functions. One may return, 
therefore, to experiences with transplants of allogenic marrow, that is, 
transplants between genetically dissimilar individuals, feeling that the 
radiation required to induce acceptance of these grafts is not beyond 
that from which the patient may recover. Here, with allogenic grafts, 
there is a problem, more formidable than radiation itself, one already 
appreciated in investigations with animals, and one for which Drs. 
Medawar and Burnet were awarded the 1960 Nobel prize in Medicine 
and Physiology. This problem is the necessity of having the graft of 
foreign marrow accept the host. This is a difficulty additional to the 
necessity of having the host accept the graft, and it is formidable. 
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In transplants of marrow, transplantation of a certain number of 
lymphopoietic cells necessarily occurs, In the recipient rendered de- 
fenseless by radiation, chemotherapy, or primary disease, this lympho- 
poietic moiety of the infused transplant of marrow may be expected to 
found colonies in the spleen and lymph nodes of the recipient that 
react against their environment, because this environment to them is 
new, foreign, and antigenic. The intensity of the reaction will vary 
with the histocompatibility relationships of donor and recipient, and 
with the size of the foreign colony achieved, The reaction may be of 
sufficient intensity to cause death, In monkeys and in other animals, the 
essential lesions are skin rash, liver necrosis and intestinal ulceration, 
with evidence of immunologic reaction in lymph tissues in general. In 
two patients studied by Dr. G. Mathé and his colleagues, the histologic 
and clinical pictures have been strikingly similar to those seen in the 
monkey. In a leukemic child, general body radiation of the order of 
1000 rads was followed by acceptance of a normal marrew graft from 
a parent, with early restoration of hematopoiesis. This acceptance, in 
turn, was followed by the above-described signs of a reaction of the 
graft against the host, and by an early demise. In other experiences, less 
severe reactions with grafts of only temporary duration have been 
obtained; and with a series of normal subjects, accidentally exposed to 
smaller doses of irradiation, a late infusion of marrow has been followed 
by only temporary signs of marrow engraftment, an early resumption 
of the host’s own hematopoietic activity, and no sign of graft versus 
host reaction. 

One is, therefore, left with a spectrum of possibilities in treating 
radiation injury of varying degree, and with a dilemma, If the radiation, 
chemotherapy or disease is sufficient to destroy immunologic defense 
and permit permanent engraftment of foreign marrow, then this en- 
grafted marrow, the lymphopoietic moiety thereof, may be expected to 
produce serious if not lethal reaction. In effect, the successful graft may 
slough the host. On the other hand, if the exposure to radiation and the 
destruction of hematopoiesis and lymphoid defence is less severe, then 
a graft of only temporary duration may be expected. The eventual out- 
come will depend upon the subject’s own regenerative powers and his 
ability meanwhile to escape the hazards of aplasia, intercurrent infec- 
tion, hemorrhage, and graft versus host reaction. 

Where to draw the lines and where to use marrow and where nor, is 
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indeterminate at present, particularly in the case of normal men acci- 
dentally exposed to serious radiation. Experience with leukemic subjects 
has shown a surprising ability of the irradiated subject to regenerate 
his own marrow function following exposures that previously might 
well have been considered lethal. Accordingly, it may well be asked 
whether the risk from temporary aplasia in a given instance of radiation 
casualty may or may not be greater than the risk from graft versus host 
reaction. 

Further investigation of these matters in leukemic subjects, where 
the lethality of the underlying disease lessens the weight of risks from 
reactions, seems apropos. Our knowledge is still fragmentary and, to 
date, no effort at marrow transplantation in man has been undertaken in 
a manner entirely free from theoretic criticism, For example, it has 
recently become clear that transfusions of fresh blood and _ platelet 
packs are harmful to seriously irradiated recipients and to their develop- 
ing marrow grafts. Since this form of supportive treatment, transfusion 
of fresh blood, has formed a significant part of the auxiliary measures 
employed in the management of seriously irradiated subjects, its role in 
the results and failures with marrow transplants so far obtained in man 
deserves consideration, Fortunately, means for circumventing the dan- 
gers attendant upon the use of fresh blood in seriously irradiated subjects 
have been described. Blood, itself exposed to radiation immediately 
before administration, appears deprived of its noxious qualities, but still 
retentive of its good effects, such as those of platelet provision. 

Of further hopefulness has been the demonstration, in several com- 
binations of rodent strains, that fetal hematopoietic tissue, by virtue of 
its ability to acquire tolerance to new antigens, is free of the malign 
graft versus host reactions that attend transplants of adult marrow. 
Accordingly, the exploration of the use of transplants of fetal marrow 
and of the supportive use of transfusions of fresh irradiated blood in 
man seems indicated. 

What has been clearly shown to date is that human marrow can be 
collected, stored, and administered with safety, and that it will grow. 
The subsequent management of the secondary syndrome, the reaction 
against the host that attends successful engraftment, is a problem deserv- 
ing intensive investigation. It is to be hoped that means for ameliorating, 
controlling, or circumventing this reaction may be forthcoming. Cer- 
tainly, in several animal species, it has been demonstrated that death 
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from reaction is not inescapable and that functioning transplants of 
marrow of prolonged and life-saving usefulness can be attained. Eventu- 
ally, it should be possible to do as much for man. 
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seseseseseseUHERE are approximately 50,000 beds in the 200 voluntary, 

municipal and proprietary hospitals in New York City, 

- some of which are among the finest in the world, others 

leave much to be desired. The total expenditure for 

oeseseseseses their maintenance is currently about $500 million per 

year, These figures do not present the true situation because they do not 

reflect the services left uncovered, but needed. The real hospital deficits 

are the failures to provide the essential services which a group of institu- 
tions should be expected to supply. 

Little can be added to the numerous studies and surveys made during 
recent decades which have pointed out the lack of coordination in the 
construction and expansion of institutions, the serious shortages of at- 
tending staffs, interns, residents and other professional personnel at all 
levels, the growing obsolescence and inferior maintenance of many 


facilities and the failure of certain institutions to meet professional 
standards and service demands. In 1959, for example, 56 of the 184 
hospitals participating in the Associated Hospital Service of New York 
were not accredited by the Joint Commission on Accreditation of 
Hospitals. 


The hospitals of New York City are facing a crisis not only because 
of inadequate finances and inadequate staffs but also in many instances 
because of inadequate planning and management to meet the needs of 
up-to-date medical care in present-day society. Piecemeal suggestions for 
partial solution of some phases of the overall problem have resulted 
from some of the studies and surveys. What is needed is a dynamic, 
functional concept that the hospital, collectively and individually, is the 
keystone in the arch of medical services for the entire community, not 
merely an institution of limited scope. 

It is obvious that there are many problems of internal organization 


* Presented as part of a Symposium on The Hospitals of New York City held at the Stated Meeting 
of The New York Academy of Medicine, April 6, 1961. 
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and management associated with the operation of a hospital, the details 
of which need not be recited. But the essential function of a hospital— 
in fact the only reason for its existence or support—is that of providing 
the highest type of professional services required by individual patients 
and their families. 

Medicine today is in a stage of rapid evolution, accelerated by the 
phenomenal growth of knowledge during recent years and by the in- 
creasing public concern with the health of the entire population, which 
in itself has made medicine as much a social as a biological science. There 
is general agreement that the health and vigor of the individual and of 
the people as a whole are vital assets to the country. Equally, and in a 
more personal sense, they also are the concern of every citizen and his 
family. Knowledge regarding the maintenance, protection and improve- 
ment of health has been greater in the past 50 than in the previous 5000 
years, but there is a wide gap between what is known and what is actu- 
ally available and applied. 

Medical knowledge is now so complex and requires so many dif- 
erent skills and aptitudes that no single individual can master the entire 
subject. The development of specialization has been inevitable and, 
within limits, desirable. Complete medical services can no longer be 
rendered by an individual alone. The necessity of cooperation between 
family physicians and specialists in the diagnosis, care and treatment of 
many patients and in various phases of individual preventive medicine 
and rehabilitation after recovery from illness or injury is self-evident. 

Associated with the need of some form of cooperative practice is 
the increasing emphasis upon comprehensive as distinguished from 
episodic medical care based largely on diagnostic, curative and restora- 
tive procedures. In such services, special emphasis should be placed upon 
preventive medical care for the family as well as for the individual. 

The general hospital of the future should be structured to meet the 
professional needs of the community, not by the demands of internal 
management or of the staff alone. It no longer is limited to the treatment 
of acute illness but increasingly shares in the responsibility of early 
diagnosis, care of patients with chronic disease, physical and mental 
rehabilitation and restoration of the handicapped, out-patient services, 
home care, affiliation with nursing homes, “homestead plans,” homes 
for the aged and infirm, vocational rehabilitation, intensive care units, 
progressive medical care and other features of complete health services 
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provided for in part through cooperating “satellite” institutions and 
community agencies. In the future it will be expanded to provide pre- 
ventive medical services for ambulant patients and well people, with in- 
patient beds reserved primarily for the acutely ill and those requiring 
special diagnostic or treatment facilities and personnel, Out-patient serv- 
ices for follow-up, ambulatory and home treatment often can obviate 
the need of expensive in-patient care. 

Every hospital worthy of the designation should be concerned with 
the professional education of doctors, dentists, nurses, social workers, 
technicians of every kind, young attending physicians, administrators 
and the general public. The growing importance of the non-university 
hospitals in the field of professional education is being recognized 
more fully. Fortunately, an increasing number of non-university institu- 
tions now have or are creating modern laboratories and other facilities 
and professional staffs of excellence, some of them with a nucleus of 
full-time members, which will be able to provide a high quality of in- 
struction to house staffs and practicing physicians and to strengthen 
patient care. 

The decision of the City of New York to create a nucleus of full- 
time salaried clinical and laboratory staffs in certain municipal hospitals 
not affiliated with medical schools is of great significance. Such a nucleus 
of physicians, in cooperation with community practitioners on the staff, 
will be responsible for the professional care of patients and the super- 
vision and training of interns and residents, The plan can be a pattern 
for other local hospitals serving major population groups not otherwise 
covered and is now in operation in a number of voluntary institutions. 
Some of the community hospitals, voluntary and municipal, provide ex- 
cellent services comparable in many instances with the quality in uni- 
versity affiliated institutions, 

It is not the function of medical education to graduate enough phy- 
sicians annually to fill all hospital house staff positions. During the last 
two decades many hospitals, including a number in New York City, 
have been approved that do not meet adequate standards for intern and 
residency education. The number of approved residencies has increased 
600 per cent in the last 20 years, during which period the output of the 
American medical schools has risen 35 per cent. Over three-fourths of 
the 13,032 approved internships and over one-half of the 31,733 ap- 
proved residencies in the country are in non-university hospitals. There 
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are now more than five times as many “students” in the organized phases 
of graduate medical education as those who complete their training an- 
nually in the 85 medical schools of the country. Many hospitals without 
well developed instructional programs for interns and residents should 
meet their house staff needs by salaried physicians. It would not be 
possible or desirable that the medical schools be expected to staff all or 
any large proportion of the community hospitals, but it is their respon- 
sibility to educate and produce doctors for attending staff positions who 
are competent to discharge such obligations. 

It is fully recognized that specialized units of general hospitals are 
required for the early phases of the care and treatment of tuberculosis, 
cancer, chronic and long-term illnesses, contagious diseases, mental dis- 
orders and other major diseases, But many patients with such disorders 
should be treated and cared for in facilities designed and staffed by per- 
sonnel of proper qualifications to meet their special needs after their 
immediate problems are solved. This can be done at much lower costs 
than the services required for acute and emergency care. 

The problem of providing proper medical services is not alone that 
of producing more physicians but of educating them better and obtain- 
ing a more satisfactory distribution and effective utilization of existing 
doctors and future graduates, The solution is in part the creation and 
financial support of hospital centers. The greatest waste of manpower in 
our present scheme of medical care occurs in that period of five to ten 
years after completion of hospital training when highly trained young 
physicians are only partly occupied in the early stages of establishing 
themselves in practice. 

In appraising the needs and making programs for medical and hos- 
pital care, it is important to keep in mind that the character of medical 
needs in this country has changed greatly in the last twenty-five years. 
Many thousands of individuals now live to middle or old age as a result 
of the control of the crippling and killing diseases of early life, which 
explains in large part the alteration in the age distribution of the popula- 
tion. Their major problems of medical and hospital care are for the dis- 
orders of adult, middle and old age. These conditions require early 
diagnosis and preventive therapy, maintenance rather than cure, the cor- 
rection of disabilities, often chronic in character, and the rehabilitation 
of the handicapped through vocational, psychological, educational and 
medical services. 
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There is a large area of agreement on the general statements made. 
Translating them into action would involve some of the following steps, 
as examples. A number of the small voluntary hospitals should merge 
with other voluntary institutions, large or small. Several municipal hos- 
pitals should be combined to form modern medical centers strategically 
located in relation to public needs, Others should be closed or converted 
into satisfactory nursing homes or rehabilitation units. A number of 
modern facilities for the infirm and aged should be built and staffed with 
salaried medical personnel on Welfare Island, as originally discussed 
years ago, A well conceived program of this kind would make possible 
the removal of many people from the present costly acute general hos- 
pitals, voluntary as well as municipal, and provide services which they 
need and which often cannot be arranged for satisfactorily in a general 
hospital. 

The number of proprietary nursing homes of proper caliber can be 
expanded to great advantage. The growth of small proprietary hos- 
pitals, often built or continued without adequate professional standards 
or real community needs, should be curtailed through licensing pro- 
cedures. Affiliations between certain municipal and high level voluntary 
hospitals and with medical schools where practical, through service con- 
tracts or other devices, should be encouraged. The possibilities of build- 
ing new municipal hospitals in the future near existing or new medical 
schools should be explored, if in doing so they continue to serve the 
medical needs of a substantial local population. 

The educational programs at all levels in hospitals, voluntary as well 
as municipal, should be intensified. A nucleus of “full-time” medical 
staff should be created and developed in every hospital of sufficient size 
in order to strengthen the educational and service programs, There 
should be a decided expansion of out-patient and home care services 
for the region served by each hospital. 

The administration of the City Department of Hospitals needs to be 
freed from many hampering regulations and unnecessary outside con- 
trols if it is to function properly. The entire program of the Department 
should be decentralized into units with responsibilities geared to the 
needs of the local areas to be served and related actively to other volun- 
tary or municipal programs in the region. 

The above remarks are only a few illustrations of the progress that 
can be made in meeting the broad public and professional responsibilities 
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of the hospitals of New York City. They suggest many others. We 
must build for the future in hospital services and medical care as dar- 
ingly and as energetically as we have built other aspects of our national 
economy such as industry, transportation, agriculture and housing. Our 
thinking and aims must be at the level of the dramatic, not the com- 
monplace. This is well illustrated by the present nation-wide programs 
of voluntary prepayment hospital and medical insurance for over 70 
per cent of the population. The shift in the methods of payment from 
the individual or family in distress to an organization of well and em- 
ployed persons, whether voluntary or governmental, which decides in 
advance how its funds are to be spent has created a new and powerful 
force in the operation of hospitals and the conduct of medical practice 
in this country and city. We are no longer living in an individualistic 
world, but in one which demands cooperation and interdependency. 
The hospital program of New York City should envision the health 
needs of the entire area. Its planning should be comprehensive enough 
and structured to include everyone who is qualified to participate. The 
trustees of each voluntary and proprietary hospital and the City Ad- 
ministration must supply cooperative leadership and a determination to 


articulate their own individual programs into the fabric of an over-all 
community-wide plan under a permanent, representative, city-wide 
agency in the nature of a “Hospital Authority.” 
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AN ALTERNATIVE PROGRAM FOR A 
NON-AFFILIATED MUNICIPAL HOSPITAL* 


Artuur A. 


Director, Department of Medicine, Queens General Hospital, New York 


] sHOULD like to thank the Committee on Medical Educa- 
4] tion of the Academy for granting me the opportunity 
I i to present certain aspects of medical care in the city hos- 
pitals before such well-known authorities on medical 
pesesesesesese) education as Doctor Baehr and Doctor Rappleye. I have 
presented these views to the Advisory Council to the Commissioner of 
Hospitals. The Council hoped that he would submit this plan for an 
experimental approach to the Board of Hospitals for its consideration, 
but no action was taken by the Board. It would appear to me that many 
members of the Advisory Council who have devoted from 20 to 35 
years to medical teaching in the city hospitals might have some con- 
structive thoughts to offer the Commissioner and the Board of Hos- 
pitals, and it is inconceivable that no liaison has ever been effected be- 
tween the interested parties. Regardless of past events, we of the Ad- 
visory Council offer our services to any individual or committee that 
concerns itself with the welfare of the city hospitals. 

On March 15, 1961, Doctor Frank Glenn, President of The New 
York Academy of Medicine, sent to all members a letter which, to me, 
was very significant. Doctor Glenn spoke of “the growing burden of 
responsibility which rests upon the medical profession”, which the 
medical profession must meet and help solve. The gauntlet of super- 
vising and controlling the quality of medical care is hereby tendered to 
the medical profession. To date, organized medicine with few exceptions 
has been hesitant about accepting this challenge. Perhaps with the pro- 
gressive approach of the Nassau County Medical Society, and now with 
an added stimulus supplied by the New York County Society, or- 
ganized medicine is beginning to recognize its obligation, No group 
other than the medical profession is qualified to supervise the quality of 
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medical care and the medical profession must recognize its responsibility 
in this area. 

Dr. Glenn is urging the Academy of Medicine to spearhead this 
project. The program this evening is perhaps our initial effort in at- 
tempting to improve the quality of medical care as it exists in our city 
hospitals. I trust that the Academy Committees on Public Health and 
Medical Education, either as separate groups or together, will explore 
the problem of the quality of medical care much further. Today, by 
examining the claim forms of voluntary health insurance, we are, for the 
first time, in a position to get some inkling of the quality of medical care 
given to our population in the hospital, in the home and in the doctor’s 
office. We should avail ourselves of this opportunity. 

Having been actively connected with two city hospitals for many 
years, namely with Bellevue from 1927 to 1935 and with Queens Hos- 
pital Center since 1935, I shall discuss the situation only at Queens 
Hospital Center, and in particular, the problems of the Department of 
Medicine, Being a prejudiced internist, I feel that the Department 
of Medicine really sets the pattern for a teaching program in every 
hospital. Since there are undoubtedly great differences in quality of 
medical care and teaching programs among voluntary hospitals and 
affiliated municipal hospitals, I am equally certain that a similar quali- 
tative differential exists in the non-affiliated hospitals. It would be a 
most difficult task to establish a uniform program that would be appli- 
cable in all non-affiliated city hospitals. There must be some alternative 
approach, depending upon the prevailing defects or virtues of each 
individual hospital. 

We at Queens Hospital Center are very fortunate in that we have 
an unusually large group of qualified men as associate and attending 
physicians, We have six services and each service is on duty for four 
months. We have about 300 beds for medical patients, separated into 
two divisions, male and female. A service is therefore responsible for 
approximately 150 patients. Each ward has assigned to it two associate 
visiting physicians, six assistants and ten clinical assistants. Of a total 
of 35 associates, 33 are Board-certified men. There is a hierarchy of 
teaching, from the full attending who makes rounds one day per week 
on each ward and devotes one day a week for grand rounds, down 
to the second-year resident. All conducted rounds are made between 
8:30 and 10:00 A.M., at which time the attendings of that ward make 
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rounds with the interns and residents that are on duty. Any attending 
may make rounds at any time convenient to him, but should he make 
rounds other than between 8:30 and 10:00 A.M., it is not obligatory 
for the associate resident and intern to accompany him. This rule 
seems arbitrary, but when there is a regulated teaching program and 
persistent, irregular and unpredictable demands are made on the house 
staff by the attending staff to make rounds, the teaching program 
and the ward service obligations of the house staff are disrupted. The 
director of the service makes ward rounds only for interns and resi- 
dents, a two-hour session, two days per week. All of our teaching is 
done at the bedside and we avoid didactic teaching, as a general rule. 

There are advantages and disadvantages to this system, I am certain. 
However, in a city hospital, where there is no economic incentive for 
a doctor to become affiliated, and where a teaching program and service 
duties must be correlated, I find that this type of program affords the 
best teaching results and interferes least with the service requirements 
of the hospital. I don’t believe that any medical service can be of value 
unless the director makes direct teaching contact with his house staff. 
This elevates the morale of the entire department. In this respect, I 
am very sympathetic with the new experiment being tried by the 
Board of Hospitals and the Commissioner. However, for our institu- 
tion, I don’t think it would be necessary, and I know it would be 
costly. I can only compare the needs of our institution with the pro- 
gram initiated by the Board of Hospitals. 

I should like to enumerate the deficiencies which exist at our Hos- 
pital Center, bearing in mind that the corrections and improvements 
suggested must be based on the amount of money available for their 
implementation. These deficiences, which I believe also exist in other 
non-affiliated hospitals, may be enumerated as follows: 

1. The amount of time spent by the director of the service and 
his attendings is insufficient to give adequate service to the large number 
of patients admitted to our hospital. 

2. It is difficult for the director of a service in the municipal hos- 
pitals to request an attending physician to spend more time in extra- 
curricular activities such as Journal Club, CPCs, etc., or special teaching 
programs, 

3. It is necessary to prevent the loss from our staff of our younger 
doctors and residents who, through our training, have become either 
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Board-eligible or who have received their certification by the Board 
of Internal Medicine. We at Queens Hospital Center have thus far 
been very fortunate in that this flight has not been excessive, but the 
handwriting is beginning to appear on the wall, and unless some cor- 
rective measures are taken in the near future, we can foresee the loss 
of many of these trained men. 

4. We suffer from the lack of any well-directed research depart- 
ment in our institution. 

5. The intern shortage. 

In an attempt to correct these shortcomings, I would present the 
following suggestions. These are my own ideas and are not necessarily 
those of the Medical Board of Queens Hospital Center. There is no 
question that the economic factor must be taken into account. There 
are limited funds available and how this money is to be spent judiciously 
in order to obtain the best possible results, is a problem which must 
be carefully considered and properly evaluated. I believe the following 
measures would improve our city hospital system: 

1. Active affiliation with a medical college. 

2. Appointment of full-time directors in the major services. 

3. Extension of the city hospital system to provide facilities for 
semi-private care, so that the attending staff may care for their own 
semi-private patients as well as their ward patients. 

4. Institution of a well-regulated research department, preferably 
affiliated with the Department of Medicine. 

5. Rearrangement of our residency program to overcome the intern 
shortage—by use of laboratory technicians, intravenous teams, dictating 
machines, typists and an increased number of residents in the first- 
year category, etc. 

6. The institution of a program that we at Queens Hospital Center 
are most interested in implementing for the present acute situation. 

Because our medical service is large, it would be most advisable for 
the non-paid Director of Medicine to have one capable, qualified, Board- 
eligible or Board-certified staff member, preferably a younger man of the 
attending staff, as a part-time paid attending on the ward all year 
round. This man would probably be selected from the service which 
is on duty at the time. He would be under the direct supervision of 
the Director of Medicine and his duty would be to examine and super- 
vise the care of each new patient with the house staff on the ward to 
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which he is assigned, at which time he would control, teach and train 
the residents and the house staff. In this way, chart notes, excessive 
orders, diagnostic studies and treatments for all new patients would 
be under his immediate and direct supervision, This would not preclude 
similar examination by associates and the attendings on the service at 
this time. The director of the medical service could then assign this 
paid attending to participate in extra-curricular activities of the house 
staff. This is difficult to do now because these individuals are very 
busily occupied with their private practices. Due to the limitation of 
funds, we feel that this alternative experiment should be tried at our 
institution. However, if sufficient funds were available, I feel very 
strongly that a full-time Director of Medicine in conjunction with 
this type of program would be an even better solution. But until the 
City is able and willing to appropriate funds to implement this aug- 
mented paid-personnel program, we feel that in our institution a 
Director of Medicine should continue in his part-time non-paid capac- 
ity. After a year or two, the experience of the Department of Hospitals 
with the full-time director experiment in some institutions and this 
proposed experiment of paid personnel with no full-time directors at 
other institutions, might be compared and perhaps a better program 
would eventually evolve. 

Under this program, excluding the research department, the expense 
would be about $15,000 per year per department. This program would 
not disturb the morale of the unpaid directors or attendings and it 
would help prevent the loss to our hospital of many of our younger 
well-trained men who are leaving our institutions to accept positions 
in voluntary hospitals where they are able to treat both their private and 
their ward patients. These would be the individuals who would be 
eligible for these positions and therefore their association with our 
municipal hospital center would be continued and maintained. 

Finally, one problem which the Commissioner and Board of Hos- 
pitals should seriously consider is the institution of one formulary for 
all city hospitals. The Advisory Council has already prepared a com- 
plete plan and merely awaits the Commissioner’s further implementation. 
There are 20 city institutions in which each director and each attending 
is individually ordering new drugs. When one realizes that there are 
about 600 new drugs made available each year, of which only about 
one per cent have any value, one can appreciate the necessity of this 
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approach, Our plan of limiting new drugs to only those approved by 
a special advisory panel of pharmacologists would, I am sure, save the 
city a large sum of money by avoiding duplication of drugs and avoid- 
ing the use of proprietary preparations, This formulary plan could 
eventually develop into a progressive educational program for drug 
therapy. Time prevents me from going into further detail regarding 
this project, but being a therapeutic nihilist and appalled at the number 
of drugs I am asked to approve—in self-defense I seek this method as 
a means of ordering only those drugs whose values have been established. 
I trust that the thoughts expressed here do not in any way suggest 
criticism or disapproval of methods so far explored or entertained for 
improvement of the city hospital problem. I am certain that we are 
all aiming for improvement and that our motives are completely altru- 
istic. I am hopeful that alternative programs to the full-time director 
be tried as comparative experiments, and perhaps after a few trial 
years, a better solution to our mutual problems will be evolved. 
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IMMEDIATE AND 
LONG-RANGE PROBLEMS IN THE 
MUNICIPAL HOSPITALS OF 
NEW YORK CITY* 


Lester R. TucHMAN 


Director, Department of Medicine 
The City Hospital at Elmhurst, New York 


HERE are, in the hospitals of New York City, immediate, 
short-term pressing needs, and no less important long- 
6 i term ones. Chronic shortages of personnel such as nurses, 
social workers, technicians of all categories and of mod- 
ib 4 ern laboratory and x-ray equipment and supplies are well 
known and have been repeatedly documented. Monetary solutions to 
these problems have, unfortunately, fallen into the too-little—too-late 
classification. Currently there has been added the monumental problem 
of house staff shortages. Short-range plans to combat what will other- 
wise be disaster on July 1, require judicious expenditure of money for 
the ancillary services, for emergency admitting areas and for the out- 
patient departments. The more efficient services resulting will mean 
quicker work-ups and shorter hospital stays. 

There can be no issue on the concept of full-time directors of the 
non-clinical services of Pathology, Radiology and Anesthesiology. The 
recommendation by Dr. Morris Jacobs and the Board of Hospitals and 
approval by the Board of Estimate of realistic salaries for Directors of 
Pathology and Radiology in the three municipal hospitals is applauded. 
The need in Anesthesiology is, if anything, greater, and more pressing. 
All municipal hospitals must have the benefit of “full” full-time direc- 
tors of these three services. The base and middle portions of the pyramid 
also need strengthening, and technical and clerical staffs throughout 
must be made adequate. 

The hospital emergency service has today replaced the family 
doctor for a large segment of our citizenry, and is, in most hospitals, 
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bursting at the seams, More space, ample on-the-spot x-ray and labora- 
tory facilities are needed as well as additional staff. Separation of the 
true emergency aspects of this service from those of a convenient after- 
hours out-patient department must be made. Evening out-patient clinics 
will provide a partial solution. More selective admissions by better 
qualified, adequately paid, and carefully supervised admitting physi- 
cians, prompt diagnostic work-up and institution of appropriate therapy 
and early referral of the custodial or chronic patient to suitable facilities, 
will help resolve the overcrowding of the acute general hospital. 

The out-patient department must be engaged more actively in 
diagnostic work-ups, and the in-patient staff, including directors and 
senior visiting physicians, should actively concern itself with the quality 
of care being given in the out-patient department. Extension of realistic 
per session payments to all physicians in the out-patient department, 
which accords with present departmental policy, is recommended. These 
needs have long been known to, and the remedies have been pressed 
for, by the Department of Hospitals, the Advisory Council and the Co- 
ordinating Council of the five county Medical Societies. Once these de- 
fects are corrected, the greater part of our difficulties will disappear. 

On July 1, many of the municipal hospitals will have few or no 
interns, They can function adequately without them, and without ex- 
ploiting assistant residents, provided the following steps are taken: 


1. Technicians or nurses should be available to draw blood samples 
for laboratory determinations and to perform intravenous in- 
fusions, No legal bar exists to this. 


2. The house staff should be relieved of the duty of performing 
routine ECGs. 


Secretarial staff and ward clerks should be available in adequate 
numbers to expedite assembly of reports, to check on prompt per- 
formance of diagnostic and therapeutic procedures ordered, to 
assure prompt arrangements for consultation and to ferret out 
and retrieve wandering x-ray films. 


4. Paid part-time coordinators of house staff education, which we 
have long recommended, should be provided. 


5. The training of the above personnel must begin June 1 in order 
to effect smooth transition on July 1. 
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The longer-range program presents more difficulties because much 
of it is not achievable by purchase. The house staff problem cannot be 
met by any measure taken locally. It can only be solved by nation-wide 
action. The twenty new medical schools projected, which have not to 
my knowledge reached the planning boards, will not fill the gap. Only 
two measures will help: first, return to the two-year internship, count- 
ing the second year as the first year of training for board certification; 
and secondly, the rationing of the house staff of the prestige institutions. 
The second proposal is the simplest to implement. Many of these hos- 
pitals retain more staff than is needed for service and more than can be 
properly trained. Approval of a hospital for residency and internship 
should not be a hunting license; make requirements as rigorous and exact- 
ing as possible, but arrange that for every post approved there is a 
resident available. 

It is no news to this gathering that the smaller voluntary hospitals 
are in greater need of house staff than the have-nots among the muni- 
cipal hospitals, Twenty-six voluntary acute general hospitals in this City 
matched six interns of 292 sought. These 26 voluntary acute general 
hospitals have a bed capacity of 6,812 plus 658 bassinets. I predict that 
unless the current trend changes, even the largest and most powerful 
among our famous voluntary hospitals in this City will go the way the 
lesser voluntaries have gone. 

Full-time staffs for Medicine, Surgery, Pediatrics, Obstetrics-Gyne- 
cology, with full-time Directors at $25,000 per annum, three Associates 
at $12,000., and six “bio-chemists” (listed as such for budgetary con- 
venience) have been approved for Harlem and Morrisania Hospitals. 
This was approved by the Board of Estimate as a “Pilot Project”, and 
pilot projects by definition have a time limit and are then reviewed to 
judge whether what was sought has been accomplished. We have the 
Mayor’s promise before the full Board of Estimate that nothing will be 
done without the consent of the Medical Boards of the hospitals con- 
cerned. The cost to the City of paying for all professional medical 
personnel on all services, in all municipal hospitals, is variously estimated 
at 30 to 50 million dollars annually and the cost to the community in 
restricting the learning continuum of practicing physicians our city 
cannot afford. 

The full-time system carried to its logical conclusion will lead to 
what I call the two-doctor system, an elite within the hospitals, and an 
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inferior order outside. This is the reason I oppose it, Those who think 
this fanciful are referred to an article with the title “Physicians for 
Americans” with the subtitle “Two Medical Curricula, A New Pro- 
posal”. This appears in the March 4, 1961 issue of The Lancet. The 
author is Dr. David Rutstein of Harvard Medical School. He proposes 
a shortened course for those who will be what he calls “general physi- 
cians” and a longer course and more intensive training for the research 
specialists, The general physician will be trained “in minor surgery, 
normal obstetrics and out-patient medicine” and be sent into practice 
“to continue a relationship with the scientist, specialist and hospital”. 
His duties will be “general supervision of health and medical care in- 
cluding preventive medicine, the treatment of minor illnesses, the prac- 
tice of minor surgery, and perhaps normal obstetrics and screening for 
early manifestations of . . .” disease. The graduates of the “scientist— 
specialist” curriculum would be given “appropriate appointments on the 
specialized services of the teaching hospitals’. It is believed by Dr. Rut- 
stein that this will attract more men into medicine, presumably those 
who cannot make the grade scholastically now. This is problematical. 
There is danger here, for the doctor of the first instance is the person 
responsible in the largest measure for the welfare of the patient. Epigas- 
tric pain occurring at 2 a.m. may be due to a perforated ulcer, a coronary 
thrombosis, an incipient acute appendicitis, a renal colic, gall bladder 
disease, an incarcerated hernia, acute pancreatitis, or a quarrel with one’s 
spouse. Our better brains are needed here. They should not all be 
siphoned off to the ivory towers. 

I should like to quote the following from Volume 15, No. 2, 1960, 
of the Bulletin of the Hospital Council of Greater New York: 


“Approximately go per cent of all services rendered by physi- 
cians take place outside the hospital. In the Hospital Council's 
opinion, it is the obligation of hospitals to reach out to the com- 
munity and to afford to every physician who practices in the com- 
munity an opportunity to join a hospital and participate in its 
work within the limits set by his experience and competence.” 


Conversely, it is the duty of the doctor engaged in and based for his 
economic support on the private practice of Medicine to avail himself 
of this privilege. He must discharge his duties in the care of the indigent 
sick with diligence and industry. I regret to say that in this respect many 
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have been remiss, but hope that proper education and leadership will 
remedy this. 

Clinical services in the municipal hospitals must be given direction 
and must be headed by clinicians, engaged in private practice, who are 
familiar with the entire spectrum of disease, The doctor in outside prac- 
tice also must be of the highest calibre since the bulk of medicine’s work 
exists there. Our present system must be preserved and strengthened. 
Only in this way can first class, not second class, medicine be available 
both for those in municipal hospitals and for those fortunate enough to 
be able to pay their own way elsewhere. 
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NEW BURDENS FOR TEACHING 
INSTITUTIONS AND THE DOCTOR 
SHORTAGE* 


Martin CHERKASKY 


Director, Montcfio:e Hospital, Bronx, New York 
WHILE our subject this evening is, “The Hospitals of New 
York City”, I shall concentrate, as my fellow speakers 
W have, on the municipal hospital system. The reason for 
J this attention to the municipal hospitals is very under- 
& 4 standable. First of all, it provides the bulk of inpatient 
services for the sick poor and medically indigent of our community, 
representing about 19,000 beds and on any given day about 16,000 
patients. The twenty-two municipal hospitals comprise the largest single 
segment of hospital care under unified control in the City of New York. 
What is more, the municipal hospitals, since they do not provide beds 
for private and semi-private patients, are more adversely affected by 
intern and resident shortages than even the voluntary hospitals—many 
of whom have also found it difficult to recruit American-trained interns 
and residents. 

So much has been said about the medical manpower shortage, par- 
ticularly in the internships and secondly in the residencies, that I will 
only touch upon this. Medical education has changed enormously in the 
last 25 years. Whereas formerly medicine was primarily a clinical art, 
today it is heavily infiltrated with basic science. Chemistry, physics, 
mathematics, electronics all have become an essential part of advanced 
medical practice and undergraduate and postgraduate training. To carry 
out these kinds of postgraduate teaching programs requires not only the 
physician with great clinical skill and experience, but it also requires 
academically trained and oriented physicians who can add to clinical 
skills the basic science component. At the same time the hospitals in our 
country have mushroomed in response to a growing population and in 
response to an increasing awareness on the part of the public that medi- 
cine which had talked about miracles was now doing them. These 
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changes and expansions require many more doctors than we now have. 
We are currently graduating as many doctors as we did 50 years ago— 
the result: there are in the United States each year approximately 7,000 
American medical school graduates and approximately 14,000 approved 
internships, Every year these senior medical students critically evaluate 
the hospitals of our country as to the quality of their teaching program, 
and the hospitals of our country are being clearly divided into two 
groups: those which have fine teaching programs and get the Ameri- 
can-trained students, interns and residents, and those whose training 
programs do not meet the needs and desires of the American graduate. 
Nowhere is this division seen more clearly than in the New York City 
municipal hospital system. Ten of our municipal hospitals not affiliated 
with medical schools have 242 internship positions and in the Matching 
Plan, which was completed several weeks ago, they did not match one 
American-trained intern, Among these are hospitals whose physical 
facilities are superb, like the City hospital at Elmhurst. On the other 
hand, Bellevue which has showered upon it the bounty of three medi- 
cal schools—New York University, Cornell, and Columbia—with 98 
internships matched 87 American-trained graduates. | need hardly tell 
you that the physical facilities at Bellevue Hospital certainly are not the 
reason it gets interns and residents. 

Do not be taken in by the assertions that only a few more dollars 
are needed to attract interns and residents. This is just not so. The best 
hospitals with the best teaching programs often pay the least—and yet 
get the “cream of the crop”. This is not a plea to pay interns and resi- 
dents badly. Quite the contrary, but stipends are not the solution to the 
problem. What then is? We in this community must shake off some of 
our dearly held notions about hospitals and hospitalization. It was all 
very well in the days when there was plenty of medical manpower and 
lots of nursing and other professional staff, and when hospital costs 
were modest, to scatter hospitals throughout the city based on geo- 
graphic and demographic considerations. But today we must reckon with 
the hard fact that inpatient hospital care can only be adequately pro- 
vided where the medical manpower is, and that the location of the medi- 
cal manpower must determine the location of inpatient facilities. Where 
is this medical manpower? The greatest pool, of course, is in our six 
medical schools and the hospitals affiliated with them. The other large 
pool of available medical manpower devoted to quality care and teach- 
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ing is in the great voluntary hospitals of which New York City has 
more than a few. It is from these two sources that the unaffiliated city 
hospitals must receive the medical support essential to their operation. 
Wherever there needs to be rebuilding of antiquated city facilities, they 
must be built on the grounds of medical schools or major voluntary hos- 
pitals, Building them elsewhere is to sentence the community to poor 
inpatient care for many, many years. Where there are city hospital 
facilities of such character and location that they cannot be moved, 
then the medical schools and the major voluntary hospitals must strain 
themselves to cooperate with the municipal hospital in providing them 
with the medical manpower they require. This difficulty in which the 
unaffiliated city hospitals find themselves is no reflection on their attend- 
ing staffs, For the most part the attending staffs of the municipal hos- 
pitals are well trained, highly qualified and devoted physicians, but 
their number has been thinning and their average age has been increas- 
ing. The necessary infusion of young, eager physicians has not been 
forthcoming, for these young physicians have been devoting themselves 
for their teaching and research to the voluntary hospitals and the medi- 
cal schools which give them something important in return. | know 
that the medical schools affiliated with municipal hospitals have struggled 
for years, vexed almost beyond description by administrative inade- 
quacies, inadequate staff and equipment, poor maintenance, and certain 
obsolete budgetary practices, Despite this, I am certain that in this time 
of need, which will become exaggerated after July 1, the medical schools, 
fully recognizing their community responsibility, will extend themselves 
to help. The voluntary hospitals in this community have already indi- 
cated they would be willing to accept larger numbers of city patients 
during this period, and certain voluntary hospitals have indicated their 
receptiveness to even more intimate ties with municipal hospitals. 

I have stressed inpatient services, It is no hardship for a patient re- 
quiring inpatient care to be in a hospital 15 or 20 minutes from his 
home. Twenty minutes of travel is a small price to pay for the difference 
between high quality and poor quality medical care. Ambulatory 
services pose another problem. In the depressed areas of our city there 
is a great need for ambulatory services, and while this may be a de- 
parture from practice, I would suggest that it will be necessary and 
possible to continue outpatient services in a depressed area even though 
it may no longer be possible to maintain inpatient services. This can be 
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done by the assumption of responsibility for the professional services 
in such outpatient departments by voluntary hospitals and medical 
schools in the area. The closing of Gouverneur Hospital is a small but 
apt example of what I believe is in store for our community. There is no 
question that the people who were served by the inpatient facilities at 
Gouverneur Hospital are infinitely better off now when they are cared 
for by the superior services which can be rendered by the Beth Israel 
Hospital, the Beekman-Downtown Hospital, and Bellevue Hospital. At 
the same time the ambulatory services at Gouverneur are being main- 
tained and, in fact, will be significantly improved. It is hoped that this 
will be accomplished by a contractual arrangement between the city 
and a voluntary hospital which will add its own ample staff to the exist- 
ing staff of the Gouverneur Hospital and will assure provision of high 
level professional ambulatory service. 

This need to bring together the medical schools, the voluntary hos- 
pital system, and the municipal hospital system is long overdue and 
will lead to a more effective and efficient use of medical manpower and 
physical resources. There are other steps which can and need to be 
taken, The Department of Health is constantly expanding its ambulatory 
medical services and has just recently assumed responsibility for the 
medical care program for the Department of Welfare recipients. We do 
not have the resources to develop what amounts to competing pro- 
grams. It is time for the voluntary hospitals and the Department of 
Health and the Department of Hospitals to work out collaborative pro- 
grams so that they can provide together the parallel services they now 
each provide separately. 

It is not only the municipal hospital system that is in trouble. Quite 
a few of the voluntary hospitals were as unsuccessful in the matching 
program as the unaffiliated city hospitals. The smaller voluntary hos- 
pitals that did not get American-trained interns and residents are only 
slightly better off than the municipal hospitals because they deal pri- 
marily with private and semi-private patients, and the patient’s physician 
by his own service tries to make up for the lack of an adequate house 
staff. Another pressing communal problem is the proprietary hospitals, 
some of which are adequate and accredited, but of 53 proprietary hos- 
pitals in 1958 in the New York area only 15 were accredited. It is 
startling to realize that almost 20 per cent of Blue Cross payments in 
the New York area go to proprietary hospitals. In 1958 more than 15 
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million dollars was paid by Blue Cross to unaccredited proprietary in- 
stitutions. It is something to think about that, in the greatest city in the 
country, in the richest country in the world, in the center of the most 
advanced medical education, we find side by side the highest quality 
of medical care and a poor level of medical care indeed. No matter what 
we may successfully do by our most strenuous efforts to meet the criti- 
cal situation, this July we will be facing more basic problems which 
must be resolved if hospital and medical care in our community and in 
our country is to be as good as it can be. While we are concerned 
with serious shortages of nursing personnel, social workers, technicians 
and others, the sine qua non of hospital and medical care is the physician. 
We are seriously under-doctored. The need for additional medical 
schools to take full advantage of our great science and to meet fully 
the needs of our people demands twenty more medical schools today. 
For years people have been talking about the need for more physicians 
in our country but, unfortunately, those who seem to be most knowl- 
edgeable about this and most sophisticated in medical care find them- 
selves in medical schools and other medical care institutions which are 
not really feeling the pinch. The sick poor, who are the first to suffer 
from the shortage of physicians, are not knowledgeable enough in medi- 
cal care, nor have they yet become vocal enough to have the situation 
corrected. We must recognize that the medical care needs we face in 
our country can only be effectively dealt with over the long pull by 
an abundance of medical manpower. Just imagine what will happen to 
our medical care structure when financing for the care of older persons 
becomes a fact. We must not only have federal help in building medical 
schools but we must also have federal financing for medical students. 
This would insure that qualified men and women can go to medical 
school, even if they are not fortunate enough to come from middle-class 
or upper middle-class families who can pay their way. It is likewise in 
the community’s interest, if it wants doctors to be warm and devoted, 
not to subject them to serious fiscal deprivation during their under- 
graduate and postgraduate training. 

In summary, it is a time for the medical schools and the voluntary 
hospitals to join with the municipal hospital system to provide together 
for the people of our community the adequate level of hospital care 
which they require and to which they are entitled. The city for its 
part must recognize the value of the contribution of the medical 
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schools and the voluntary hospitals and must not fiscally penalize them 
for their cooperation. 

In this changing scene there may be the need for certain of the 
city hospitals to give up their functions as general hospitals and to 
assume specialized responsibility no less essential to the health and well- 
being of the community. If we do these things and the many more that 
our able, aggressive new Commissioner of Hospitals, Ray Trussell, is 
pushing for, New York City will demonstrate how municipal and 
voluntary agencies can together effectively meet pressing communal 
problems. 

We must with a sense of urgency push for more medical schools 
now. 
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THE HOSPITAL STAFFING CRISIS: 
ITS CAUSE AND ITS REMEDY* 


GeorcE BAEHR 


Consulting Physician, and Executive Secretary, Committee 
on Development, The Mount Sinai Hospital, New York 


His conference cailed by the Academy is long overdue. 
Today, most of our municipal and voluntary hospitals 
find themselves in a most serious staffing crisis due to lack 
of foresight and to administrative somnolence. 

Let us not blame the situation upon our medical 
schools and teaching hospitals because they are able to attract the best 
American medical graduates as interns and residents. Let us face reali- 
ties! The internship and residency is no longer an apprenticeship. It 
is as important a part of medical education as the undergraduate years. 

You will recall that about the turn of the century medical schools 
were forced by the rapidly advancing medical sciences, and the ex- 
posures of the late Abraham Flexner, to put their house in order, Against 
much vocal opposition within the medical profession, full-time faculties 
then assumed the responsibility for the direction of medical education 
and research in all schools throughout the country. Almost 100 medical 
schools which could not conform to the needs of the time closed their 
doors and vanished from the scene. 

Today, all hospitals which propose to participate in the graduate 
training of physicians as preparation for future practice in medicine 
and its various specialties face an identical crisis. During the last half- 
century, the medical sciences essential to the modern practice of medi- 
cine have grown so enormously in breadth and scope that most graduates 
of American medical schools will not go to any hospital for their in- 
tern and residency training unless it is an educational institution, as well 
as a place for routine patient care. And by an educational institution for 
graduate training they mean: 

1. A hospital with superior laboratories for all the basic medical 
sciences, staffed by full-time experts who are available to them as teach- 
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ers and consultants throughout the day, and also 

2. A hospital with full-time directors in the major departments of 
clinical medicine and surgery who can direct a graduate educational 
program of comprehensive scope, and utilize the talents, the experience 
and the skills of all of the visiting staff of the hospital. 

Leaving aside, for the moment, the medical school hospitals, those 
voluntary hospitals in the City which have had sufficient foresight and 
initiative to put their house in order and meet the needs of the time for 
modern graduate medical education continue to attract American medi- 
cal school graduates of high calibre in large numbers, I call your atten- 
tion to the record of Montefiore Hospital in the Bronx; St. Vincent’s, 
St. Luke’s, Mount Sinai and Roosevelt Hospitals in Manhattan, Mai- 
monides Hospital in Brooklyn; and Long Island Jewish Hospital in 
Queens. My own hospital modernized its laboratory services and put 
them all under full-time direction of outstanding experts 35 years ago. 
Seventeen years ago we again saw the handwriting on the wall and 
began to put our major clinical departments under the direction of 
paid full-time chiefs of services. Today we have full-time chiefs of 
clinical services in Medicine, Surgery, Obstetrics-Gynecology, Pedi- 
atrics, Psychiatry and Radiation Medicine, and are contemplating the 
extension of full-time directorships to some of the subspecialties of 
medicine and surgery. And yet the size of our attending staff is much 
larger today than ever before and they participate increasingly in the 
teaching program. 

Let’s face it! Aside from hospitals which are a part of medical schools, 
we shall eventually have only two kinds of voluntary and municipal 
hospitals in New York City: 

Those organized and properly staffed as graduate teaching institu- 
tions which will attract all the graduates of American and Canadian 
medical schools and 

Those which are not educational institutions but are nevertheless 
essential for routine patient care. 

The latter will depend for their house staff either upon an insuf- 
ficient number of inadequately educated foreign doctors, or be forced 
to employ an increasing number of salaried house officers in order to 
meet minimal standards of patient care. 

You may ask: “Where will the money come for the upgrading and 
modernization of the laboratory services and for the salaries of full- 
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time chiefs of the various laboratory and clinical departments in hos- 
pitals which will serve as graduate educational institutions?” I can only 
answer by stating my conviction that there is no alternative and, 
therefore, the money must be found. In municipal hospitals it must 
come from government. In voluntary teaching hospitals it will come 
from the community as it did 50 years ago when the medical schools 
were modernized, 

I am most unhappy about my friend and colleague, Dr. Lester 
Tuchman, who is valiantly fighting a rearguard action. By giving 
almost all his timé’to his hospital without any salary, he and his asso- 
ciates may postpone the day of reckoning, But how many others can 
afford to make this financial sacrifice for any length of time? 

I have no fear, as he has, about losing the visiting staff when a 
hospital becomes a center of graduate medical education, The voluntary 
hospitals which have progressed in this direction have not encountered 
this experience. But I agree with Dr. Tuchman that voluntary hospitals 
have another important attraction for volunteer visiting physicians— 
beds for the hospitalization of their private patients, which are missing 
in our municipal hospitals. 

To enhance their attraction for the visiting staff, City hospitals 
should set aside some semi-private beds for their staff doctors. In this 
day and age, as we approach almost universal insurance for hospital 
care of all our people, beds for the insured patients of the attending 
staff must be available at all hospitals, municipal and voluntary, if they 
are to retain their staffs. If the voluntary hospitals object to this because 
of the possible effect it may have upon their own private and semi- 
private bed occupancy, then the only alternative will be mergers 
between municipal hospitals and voluntary teaching hospitals to their 
mutual advantage. The visiting staff of each City hospital may then 
share the private and semi-private beds of the voluntary hospital of 
which it has become a part. 

The voluntary hospitals have their choice between agreeing to 
semi-private beds in City hospitals, or to a merger between the volun- 
tary and municipal hospital systems. The City hospitals cannot continue 
to retain a competent and dedicated attending staff unless the dis- 
advantages from which they have long suffered are eliminated. 
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H. McLeop Riacerns, M.D. 


Associate Clinical Professor of Medicine, College of Physicians and Surgeons, Columbia 
University; Chairman, Section on Historical and Cultural Medicine, 
The New York Academy of Medicine 


@Sesesesesese% introducing the topic of discussion, “Man, Medicine, 
i and the Ministry,” and presenting the speakers, | would 


Is 


i emphasize that it is not the purpose nor even the hope to 
i provide ready answers to the many age-old and per- 
G 4 plexing problems here involved, It is the aim, however, 
to revisit this important subject, and I am confident the speakers will 
clarify many of the issues, suggest effective procedures and approaches 
and point up some of the vexing problems and areas of actual or 
potential understanding and cooperation between all concerned. 

The relationships of medicine, the ministry, and man the bene- 
ficiary, have been a constant concern since the development of formal 
religion and scientific medicine. It is widely agreed, there should be 
further rapprochement of concepts, functions, and responsibilities of 
ministers and physicians in ministering to man’s somatic, psychic, and 
spiritual needs. A significant obstacle to this is that scientists hold that 
truth must be experimentally demonstrable, while ministers accept truth 
through faith. 

In ancient times the shaman, presumably a product of the Ural 
Altaic peoples, was medicine man, priest and prophet all in one. Ac- 
cording to legend, the shaman possessed supernatural powers, including 
the ability to communicate with the spirit, cast out evils, and heal the 
sick. Thus, the sick sought help and solace from one source only, Con- 
sequently there was no problem between the ministry and medicine; 
indeed there was little ministry and less medicine. With the evolution of 
formal religions, the development of science and medicine, medicine and 
the ministry inevitably gravitated apart. 


* Presented as part of a Symposium on Man, Medicine and the Ministry, held at the meeting of 
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It has long been traditional for the ministry and medicine to minister 
to mankind, and while certain of their functions and objectives are 
somewhat similar, especially in the fields of psychology and psychiatry, 
many are totally dissimilar. It is generally accepted that the classical 
function of the ministry is to aid man’s ethical, spiritual and moral 
objectives—minister to the spirit or soul. The primary or classical func- 
tion of the physician and psychiatrist is to aid man in his more im- 
mediate aspirations—his physical, emotional and mental health. Spiritual 
and religious considerations of the patient are important, of course, 
but are not the primary concern and obligation of the physician. 

Historically and currently cooperative efforts between the ministry 
and medicine have varied widely in different parts of the world, and 
have “ebbed and flowed” more or less everywhere. These have ranged 
from little or no cooperation and even antagonism, for example in 
Russia, to essentially complete mutual understanding and effort in 
many communities and in large parts of the world, Nevertheless, one 
is inclined to agree with Galdston that both the ministry and medicine 
still “contribute to the bedeviling of this civilization,” through “physi- 
cians entirely devoid of every sense of the transcendental” and some 
“ministers with their feet in Heaven and their heads, God knows where.” 

Despite great differences in certain concepts and teachings, espe- 
cially between some psychiatrists and ministers and also between priests 
and internists or surgeons regarding planned parenthood or birth con- 
trol, there are nevertheless many important areas of cordial cooperation 
between the ministry and medicine, even in this controversial field. 

Our speakers will discuss not only areas of differences but also of 
cooperative understanding. More specifically, some of the important 
questions I hope we shall hear about are: 

Has man’s scientific and technological progress significantly altered 
his spiritual values and objectives? Have man’s spiritual and religious 
concepts significantly altered scientific progress and objectives? For 
example, have the religious training and concepts of some, regarding 
planned spacing of the family, or therapeutic interruption of pregnancy 
when medically indicated, prevented wider acceptance of these medical 
practices? 

Is there adequate communication, exchange of views and cross- 
fertilization of ideas between the ministry and medicine, or has each 
group tended to cling to its traditional scientific or religious concepts 
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to the confusion of man? 

If God is truth, science is truth, the ministry servant of God, the 
physician servant of man in the field of medical science, should signifi- 
cant basic differences exist? We hope to have forthright comments 
about these and other aspects of the problem. 

It is unwise to generalize overly much about man’s different reli- 
gious beliefs and attitudes, but might it not be possible and logical to 
generalize somewhat about man’s broader and more basic spiritual con- 
cepts? For example, it seems relatively unimportant to some, what 
name man may give to the Supreme Being,—God, Allah or something 
else. In such a matter, one would expect a more parochial or national 
concept. But, it seems that there might be a broader acceptance of the 
idea of a Supreme Being no matter what the mame. Realistically then, 
one must accept the fact that differences between medicine and the 
ministry are quite likely in the more circumscribed fields of religious 
dogma and parochial medical practice. At the same time one would 
hope that there would be wider areas of general agreement with regard 
to basic medical and spiritual concepts. Therefore, is it not possible to 
conclude that basic medical and broad spiritual concepts are more 
compatible than incompatible? If the above is so, and should com- 
munication between the two professions improve, enlightenment replace 
ignorance, and tolerance, intolerance, is it not likely that conflicts 
might become increasingly negotiable among men of reason and logic? 
The past convinces one that great progress has been achieved; a look 
into the future encourages one that further progress is probable. 

Since man is the beneficiary of medicine and the ministry, and since 
he is the “neutral” in this triad of man, medicine, and the ministry, it 
was felt that his representative should actively participate in the discus- 
sion tonight. He is here in the person of Mr. James Cash Penney. We are 
indeed fortunate to have this distinguished layman give us his point of 
view, for he is not only a successful pioneer in the science of business, 
but is a man of deep spiritual conviction; truly, a man of God. 

He has given generously not only of his riches, but of himself to 
further the broad efforts and concepts of the ministry in all walks of 
life, and more especially in the business world. Undoubtedly he will 
recount some of his life experiences and spiritual concepts. In so doing, 
I am sure he will reveal a spiritual philosophy and scientific approach 
to life that can well be applied to improving the relationships of man, 
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medicine, and the ministry. 

Our other speakers will probably approach the subject somewhat 
differently from Mr. Penney, not only as the beneficiaries of their 
“own medicine”, as it were, but as professionals and worthy contributors 
in the fields of the ministry and medicine. 


The other speakers are: 


DR. THOMAS N, SHEEN, an accomplished physician, with great interest 
in the health of the community as well as the individual, and one with 
commendable tolerance and understanding. 


RABBI I, FRED HOLLANDER, the distinguished and successful Director, 
National Institute of Mental Health Project, Yeshiva University. Rabbi 
Hollander is a perceptive, tolerant and courageous leader and lucid 
scholar in the broad and complex field of human relations. 


THE REVEREND PAUL A. WOLFE, Minister, The Brick Presbyterian 
Church, New York. Dr. Wolfe is not only deeply concerned with the 
spiritual problems of his church, but through the years has given himself 
unsparingly to his parishioners regardless of the nature of their diffi- 
culties. He has long been a student of emotional disturbances and 
mental difficulties as encountered in his ministerial duties. As a result, 
he will share with us a rich experience of working with physicians, 
psychiatrists and troubled parishioners. Also, his professional interest in 
this field has been enriched by close personal relationships with many 


physicians—as patient and intimate friend. He probably knows us too 
well! 


DR. JAMES HARDIN WALL, noted psychiatrist and Medical Director 
of the Westchester (Psychiatric) Division of The New York Hospital, 
will open the discussion. As active elder in his church, and busy psy- 
chiatrist, Dr. Wall has had a unique experience arising out of a long 
and close observation of medico-ministerial problems from “both sides 
of the fence”—as psychiatrist and churchman. 


The Academy and the Officers of the Section are grateful to our 
distinguished speakers for their tolerant yet forthright contributions 
to a better mutual understanding in this complex field of human relations. 
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Minister, The Brick Presbyterian Church, New York, N. Y- 


Sesesesesese9 ay. grateful to the Chairman for his kind words. When 

a man has been a minister in New York City for 20 

I years he needs them. The ministry is much like parent- 

hood. By the time you are experienced you are unem- 
eseseseseses) ployable. 

The subject of man, medicine and religion is a congenial one. I 
have had some experience in the field of religion. I hope I belong to 
the human race. And one of the blessings of my life has been a number 
of illnesses that increased my knowledge of medicine. | am happy to 
honor physicians without the command of the Book of Ecclesiasticus 
to do so. I have known all kinds of doctors. They range from the old- 
fashioned, apprentice-taught pill doctor who gave me my first vaccina- 
tion, to the saints and heroes, like James Alexander Miller, who are 
the glory of this Academy and of medical science. To me these last 
have been priests and doctors, physicians of the soul as well as the body. 
My own debt and the debt of our society to them is beyond payment. 

Let me take up one special area of this subject—religion and medi- 
cine and the mental and emotional health of man. 

The first thing I would say is that over the past few decades we 
have had a tremendous increase in mental and emotional illnesses. 
Probably the increase will continue. Lucy Freeman, in her book Hope 
For The Troubled, says that sooner or later one out of every 16 Ameri- 
cans breaks down emotionally. In the productive years of life mental 
illness strikes down seven times as many persons as cancer. 

All of this is due in part to our improved knowledge of the nervous 
system and our greater awareness of the indications of trouble in that 
system. Our regular mental hospitals are overcrowded. An increase 
in population reproduces and multiplies inherent nervous and mental 
disorders. 

But in addition we have many regarded as emotionally ill who 
never reach the mental hospital. These patients flock to the private 
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counsellor and physician. They do so because the concepts of Freud 
have permeated our thinking. As in the days of Jonathan Edwards, 
men still ask whether they are “saved” or “damned.” But it is Freud 
who now defines “salvation” and “damnation.” Am I repressed? Am 
I inhibited? Am I adjusted? The “influence of the subconscious on 
the conscious,” the “sexual basis of neuroses,” the “Oedipus complex,” 
“repression,” “transference”—these are part of our literature, our con- 
versation, our education, They are the substitutes for old-fashioned 
sin and provide the framework for thinking about our mistakes and 
failures. 

The result is a nation-wide epidemic of personality problems, Does 
a child tell a lie? What is needed is a psychologist. Does a juvenile 
delinquent engage in gang warfare? Get him to a mental healer. Does 
a man (woman) get drunk at a cocktail party and commit adultery 
with a wife’s (husband’s) best friend? Repentance and confession are 
no longer adequate. Complete analysis is required. Does a college boy 
get the wanderlust in his sophomore year and leave his Alma Mater? 
He requires psychiatric treatment. 

There is hardly any behavior which does not indicate a need for 
mental adjustment. It may be that you forget the names of your friends, 
or neglect your wife’s birthday, or quarrel with associates, or have 
an unhappy marriage. Whatever the situation, mental and emotional 
counselling will correct your inadequacies. 

One danger of this epidemic of mental and emotional ills is that it 
will produce an epidemic of mental quacks. The plentiful harvest 
will be reaped by inadequately prepared workers. To protect society 
against such a disaster we must have in the fields of both medicine and 
religion more and more men prepared to deal with mental illness. The 
doctor and the minister must be informed. They must read widely in 
the field of personality. As far as possible they must have clinical train- 
ing and be able to identify manifestations of extreme mental disturb- 
ance, know when the specialist should be called in and when the 
mental institution must be considered. Above all, they should have the 
deepest knowledge of human beings as human beings, perceiving those 
mental and emotional factors which influence both moral conduct and 
bodily disease. 

And here I would plead for the fullest participation in all aspects of 
life by doctors and clergy. For either profession to live in a world 
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apart, to be mere observers and not to share in the human experiences 
of joy, fun, worship, praise, travel, laughter, prayer, is to limit its com- 
prehension of the human mind and heart. 

The second thing I wish to say is that we must keep clear the 
distinction between what is science and what is art: or, to put it a 
different way, the distinction between the accurate knowledge of mental 
illness that can be tested by laboratory methods and techniques, a 
knowledge that will be certain and applicable under all circumstances 
for all men, and that intuitional knowledge—sensitivity, awareness, ob- 
servation, judgment, wisdom—that is variable according to particular 
situations and particular men. In the field of mental health integrity 
must be maintained. We must avoid believing that we can play God 
to men and we must avoid encouraging patients to believe that we 
have God’s wisdom. 

This will be difficult. Humanity has a craving for the witch doctor. 
He is desired by the tribesman in the African jungle. And he is also 
desired by the so-called highly educated citizen of the zoth century. 
This craving is easy to understand. Humanity wants security. It wants 
to believe. It welcomes the authority of those who boast that they know. 

Unfortunately some of the teaching of Sigmund Freud seems to 
encourage such omniscience. Someone has said that Freud had a tend- 
ency to treat each patient as a helpless, misunderstood person, a “victim” 
rather than a “creator”. The patient would like to be confident, rational, 
assured. But events beyond his control had denied him this happiness. 
The cause might be a distant ancestor, a hard-hearted father, an un- 
loving mother, or an antagonistic teacher or associate. Whatever 
the reason, the victim was not responsible. His would-be rational self, 
surface self, was chained to an underground, irrational, desperate and 
rather mad subconscious self. Freud felt that he was the unusual mental 
physician, perhaps “the one truly civilized man”, “free from all personal 
aggressions”, who had penetrated and explored this subterranean self 
and, by virtue of an almost infallible and god-like understanding, was 
able to bring the subconscious under control and into harmony with 
the conscious. 

This is a pretty picture. One can understand earnest mental coun- 
sellors and desperate patients hoping and believing that the picture 
is true. “I am a god. I can strike off your chains.” But it is a dangerous 
picture because it is not true. And the falsehood tempts every man who 
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deals with the soul or personality of another man. It is the temptation 
of omniscience, the temptation of the witch doctor who proclaims as 
science what is fundamentally an art. 

To avoid the danger and the falsehood we must constantly ask a 
very simple question, ask it of ourselves, ask it of every man who 
claims an authoritative knowledge of human personality—How do you 
know? Perhaps this is a good place for us to go back to Freud, Freud 
at his best, before he was canonized by his disciples. There is no ques- 
tion but that he made a remarkable contribution to our knowledge of 
the subconscious and our recognition of the part it plays. Unfortu- 
nately, there has arisen from this a doctrinaire and ritualistic approach 
which is now used to resolve the emotional and mental difficulties of 
the whole world. 

A man of integrity, whether in religion or medicine, will be the 
first to recognize that his field is not an exact science. We have not 
yet identified all the factors of bodily disease or mental disturbance. 
Causes lie buried in unexplored regions of the blood, the glands, the 
cells, the nervous system. In spite of great progress in the field of mental 
science, human personality remains a mystery and subject to many 
varieties of judgment, perception and circumstance. Therefore we must 
hold our learning with great humility, advance our theories with mod- 
esty, with an eager hope for more discoveries of the laws of nature, 
and a constant acknowledgment that we remain her servants, not her 
masters, 

My last comment is to express a deep gratitude to all those who are 
laboring in the field of mental health and who are giving so much of 
the pioneering spirit in charting that field and who are also giving so 
much time to patients. 

Perhaps these pioneers have set an example to all of us. One of the 
greatest needs of the mentally troubled is time, and then more time. 
The mental counsellor is one of the few men in our society who has 
set up a program to give time to people. He lets them talk while he 
listens. Such patience and such unhurried compassion are among the 
chief therapeutic contributions in the field of mental health, We talk 
much about collectivism and “togetherness,” but the fact is that we 
have more lonely people than ever before. A woman testifies: “I am 
in such trouble. I have so much on my mind. There was my long 
illness. I never did get to understand it. I tried to talk to my doctor, 
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but he had no time to listen to me. I know you ministers are busy. 
And now my daughter has become an alcoholic. Really, I think I am 
losing my mind, To whom can I turn?” 

There it is. Loneliness. Isolation. A failure in communication. Stu- 
dents are lonely at college. Men and women are lonely in marriage, 
each of them so busy that neither has time to “comfort”, “honor” and 
communicate with the other. Parents are lonely with children and 
children are lonely with parents. Perhaps the most lonely of all are the 
aged. To see your own generation decline and disappear and you be 
left the last leaf on the tree! How many personalities would be helped 
if there were just someone to sit down with and talk, someone to whom 
the mind could be unburdened. 

Perhaps you know the story of the clinical trainee in a state mental 
hospital. He sat in silence for 45 minutes with a patient painfully with- 
drawn, who would not speak unless spoken to, It was so unusual that 
on the following day the patient had to tell his mother about it and 
thus uttered the first words he had uttered voluntarily in two years. 

To sit in silence! To be patient! To listen! Every man and woman, 


every child needs the recognition that he is a person and the assurance 
that his mind is in communication with the people and the world about 
him. 


Let me close with an illustration of this kind of ministry. The words 
come from a patient to a doctor. They set a standard for all of us and 
demonstrate again that only soul can minister to soul, that patience and 
perception and genuine faith provide healing for both mind and body. 

“Never will I forget how you stood by my bed, not on rounds, 
but voluntarily. You patiently reached into your heart and selected 
words not to mislead, but to enlighten. My problem and my pain were 
also yours. Together in that room there was the feeling that we looked 
up to God and were going to accept His judgment.” 

Man and medicine and religion were in harmony. 
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J. C. Penney 


Founder, J. C. Penney Company, New York 


eee the course of my remarks, I shall have a good deal to say 

4] on the topic of humility as an aid to spiritual develop- 

I. ment, which, to me, has a special relationship to health 

—the health of the whole man. I mention this now be- 

mesesesesese54) Cause an extra supply of humility is undoubtedly re- 

quired of me. And not humility alone, for it takes a good deal of 

courage to address a group of distinguished ministers, scientists and 

physicians, students of the intricacies of mind, spirit and body, regions 
where an untutored businessman should tread with caution. 

I must limit myself, then, to my own reflections and experiences, 
and hope that somewhere in what I say you may find a crumb of 
inspiration. 

Specifically, my reason for talking to you is that I regard myself 
as an example of a successful life—success in personal fulfillment, in a 
deliberate and continuous discipline to use my talents to be helpful to 
other people; success in health and activity—all of which stems from 
spiritual disciplines established in childhood, and carried throughout 
a long life.* 

Confidence in God and His care for us lies at the root of this success. 
Indeed, it has been the source of my strength, purpose, guide and ful- 
fillment. The spiritual disciplines were well and deeply rooted by my 
parents. When I started my first dry-goods store in Kemmerer, Wyo- 
ming, I applied my early training and discipline with tireless energy. 
Gradually, in ways I was not even aware of, I felt more and more 
that my success depended wholly on me, my efforts and those of my 
associates, under my direction. Gradually I lost sight of my inevitable 
partner—God. I tried earnestly to deal liberally with my co-workers 
and my customers, for the “Do unto others” had been deeply instilled 
in me; yet I attributed my growing success to what ] was thinking, 
planning and doing. It was the discipline of myself and others that was 
building this great chain of stores, earning millions of dollars—that was 
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the way I looked at it, then. 

In the course of time, when illness and despair and loss had brought 
me to death’s door, I learned better. I was well past 50 years old when 
I picked up the pieces, put my hand in His—and started over. I was 
brought, through painful experience, to the knowledge of the meaning 
of discipleship—humble following and serving. It was then that real 
achievement began for me, the real success of health, fulfillment and 
serenity. 

I would like to talk with you about this matter of discipleship, the 
discipline which is the framework of real freedom. For it is my con- 
viction that there should be greater stress upon spiritual discipline. A 
true disciple of our Lord can never be content with spasmodic efforts 
to live a life in accord with the Master’s teachings. 

Undoubtedly, my family background is responsible for this attitude, 
for my parents were fully committed disciples, and the impression of 
their example remains with me. The outstanding memory of my coura- 
geous mother is of the prayer which I often heard her utter as she went 
about her work. “Lord,” she would say in a whisper, “be merciful to 
me, a sinner.” I confess that her children found this hard to understand. 
Sin was not something we associated with our gentle, sweet mother. 
It took many years of experience of life and business to show me how 
spiritual my mother’s prayer was. 

Consider the origin of that appeal to heaven! I imagine that Jesus 
had been in the temple courts one day and had seen a strongly-con- 
trasted pair. The pharisee who prayed aloud, so that all might take 
note of his piety. The other worshipper was hidden behind a marble 
pillar with his eyes cast down to the ground, but Jesus, who could 
read men’s thoughts, heard the hoarse, whispered prayer. The ser- 
monette which Jesus now preached was directed “to certain who 
trusted in themselves that they were righteous, and despised others”. 
The parable was directed against excessive self-esteem and self-right- 
eousness, My mother’s prayer, her simple heart-cry, was eloquent testi- 
mony to her humility. 

That virtue is central in an adequate relationship to the Creator. 
It is also the strength of the relationship between one human being 
and another. I must add that it is also the foundation of the Golden 
Rule which I have tried to apply in the business world. 

You may think this strange coming from one whom you probably 
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consider an aggressive, successful, business man. The “go-getter”, 
the strong executive, has always been listed by his school or college 
class as “the one most likely to succeed”. The world still refuses to 
recognize that being “in favor with God and Man” is the surest founda- 
tion for success, though the existence of public relations departments 
in top-line businesses indicates that the truth is partially accepted. 
There is nothing degrading or abject about this virtue. It is the attribute 
of the man who does not trust in himself or his own righteousness. 
It is evident in the person who never makes the mistake of despising 
others, 

I suggest that it is as important in life as in business to make pro- 
vision for an audit, a periodic taking of inventory. Clearly, if we are 
to benefit by such action, we must not be hampered by pride or self- 
esteem, We must begin in the company of the publican. We must pray 
his prayer. We must emulate his humble spirit. It was Dwight L. Moody 
who said, “I have never met a man who has given me as much trouble 
as myself.” 

Those of you who know my life story are aware that J. C. Penney 
had to be brought very low, financially and physically, before he, the 
prodigal son, “came to himself”, and humbly asked God to take care 
of him. Years have passed since that crisis. I no longer have great ma- 
terial wealth, but I have far greater riches in the spiritual sense. The 
rebuilding of my life and business had its starting place in humility. 
“Know thyself” is an ancient philosopher’s dictum, and, as all psy- 
chiatrists and their patients know, it is one of the most difficult of all 
things to learn. The man who is able to recognize honestly both his 
weak and his strong points is likely to approach other men in a spirit 
which will invite confidence and good-will. This is the basic relationship 
which is implicit in the Golden Rule. 

From the earliest beginnings of the Penney store chain, I realized 
the importance of finding men of spirit-caliber equal to controlling a 
business with roots and a principle. That principle does not have uni- 
versal acceptance in the world of stocks and bonds, profits and losses. 
Yet there have been, and there still are, men associated with me who 
accepted low salaries because they believed that completely fair dealing, 
with reasonable returns, is sound, and can create a successful business. 
These leaders were chosen not just because they had a certain amount 
of business ability, but because they lived according to high moral 
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standards, I have always believed that the spirit of man is vital. 

I am not claiming sainthood for certain businessmen, but rather a 
motivation, which may well be called a vocation, based upon a profound 
belief in God and a humble recognition of self-limitation. Here are the 
roots of service. If business, the medical profession and the ministry do 
not offer that, they are failures, even though profits may accumulate. 
People have heard me say very often that unselfish service is a paying 
proposition, Unselfishness, ultimately, but inevitably, turns to advantage. 

Humble self-examination and self-recognition must be followed by 
self-denial. Self-denial is a basic requirement for accomplishment. I have 
always known that hard work is an essential ingredient of success. 
Diligence, not indulgence, gets things done. As a boy, I knew no high- 
sounding words such as “sacrifice” and “self-denial” when I fed my 
pigs, swept the store sidewalk, or dusted the shelves. But I knew and 
valued my father and the spiritual principles which governed his life, 
and gave direction to mine. 

In the early days of my business life the actual hours were long, 
the work was arduous, and the income was meager. After the closing 
of the store late at night, my wife and I retired to the attic and used the 
primitive furniture we had made from boxes, Yet, I do not recollect 
thinking consciously of hardship, for I was facing a challenge. Nothing 
ever gives a man more drive and power than a determination to aim 
higher. The world makes progress because of men and women who have 
met great challenges and shown courage in succeeding. 

I deplore the present-day yearning of many youths for “security”. 
Many young people seem to be looking for the easiest road to a com- 
fortable home. The element of sacrifice in response to a challenge is 
being eliminated in favor of “Easy Street”. 

It is encouraging to find that there are still men who are ready to go 
to the South Pole, to leap in dangerous parachute tests from speeding 
planes, or to risk their lives in medical research and practice. There are 
challenges everywhere. They are found in the realm of the spiritual as 
well as business and professional fields. 

The Saviour of men said a hard thing when He urged, “If any man 
will come after me let him deny himself and take up his cross and 
follow me.” Yet, in stressing the difficult way, He provided, as always, 
the power to obey. True self-reliance comes from confidence in the 
inner power which God gives. It means boundless confidence in God- 
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given abilities—and unwavering determination to use them. Time must 
be regarded as a divinely-provided opportunity to be used carefully—al- 
most reverently, by ministers, physicians, businessmen, by all. 

There is another phase of discipleship, and that is self-control, which 
is, after all, the essence of discipline. The early years of home life are 
formative and vital. Though we may have resented the curbs and con- 
trols of that early restricted life, we recognize now that our characters 
were in the molding process. We were learning that no one lives 
alone; that what we do and say, and even think, affects the lives of 
others. Selfishness sometimes wins material gains, but we know that 
service brings satisfying and lasting rewards. 

Self-expression is excellent when it is done within the gentle limita- 
tions of the greater good of the family and society. Society is threatened 
when one forgets this and places undue emphasis upon freedom in- 
terpreted as liberty to say and do what one likes, It was a wise man who 
said that true liberty is freedom to do what one ought to do. 

No family, society, or association of men can work effectively, ex- 
cept under certain codes of conduct. From the beginning of Time 
these have been expressed through different forms. All agree basically 
that man has certain rights, but that he possesses such privileges within 
his relationship to his Maker and his neighbors. If there is to be any 
world-changing in a spiritual sense, the starting point must be personal 
and individual. Self-examination, self-denial, and self-control—the three 
themes I have suggested to you—are not virtues which we can spon- 
taneously acquire and easily maintain. After an initial enthusiasm they 
quickly die. To sustain the impetus there must be confidence and faith 
in God. 

People in all areas of life acknowledge the source of power in the 
eternal God by their eagerness to be guided by the writings of present- 
day men of God. The entrance into that area of contact with the source 
of all life has a very low doorway. There is no admission fee beyond a 
“humble and contrite heart”. Here is the starting place of a new life, 
and new attitudes. A writer once described this humbleness as a “per- 
petual quietness of the heart”. It is not, however, a neutral-grey colored 
thing, but the positive attitude of Jesus who “took upon him the form 
of a servant”, and lived a life which is the highest example of service 
this world has ever known. 

Before I close, I have one more thought to share with you. The 
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man who has caught even the smallest glimpse of the purely spiritual, 
turns away from the role of receiver to become a giver. You have heard 
it said that greed and selfishness are at the root of wars, dissensions and 
all the other problems that plague mankind. I believe that. The spiritual 
man shares freely and liberally his talents, his wisdom and the fruits 
thereof. He does not ask himself, “What will ] get out of this? Why 
should J do anything for others?” 

What would become of the human race if ministers and physicians 
were so motivated? Men do not spend their lives in the ministry or in 
medicine unless they have a true vocation for giving spiritual aid, 
comfort and health to suffering humanity. No man gives his life to the 
ministry unless he is a giver—there is no expectation of wealth and 
worldly acclaim in serving the church, The givers do the really vital 
work of the world—and upon them the world depends. There is far 
too much of the attitude: “What’s in it for me?” It is this that stands 
in the way of true understanding and love among people and nations. It 
is responsible, I believe, for the accelerating problems which beset the 
modern world. 

The thoughts which I have shared with you are largely centered in 
my personal experience, though I make no claim to have attained great 
heights of spiritual perception. I trust, however, that what I have learned 
in the lights and shadows of a long life, as well as in a satisfying business 
career, may inspire you to use God’s gifts. 

Permit me, therefore, to say in conclusion: To be free you must 
follow; to gain success you must serve; from a disciplined life stems the 
kind of liberty which is decisive for you and the world, So look within 
your own heart in sincerity, look outward to your fellow-men in 
service, and look upward to God in surrender. 
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Director, National Institute of Mental Health Project, Yeshiva University, New York, Bw. YF. 


SuRING the past three or four decades thoughtful people in 
the ministry and in medicine have shown a heightened 
D interest in one another’s attempts to help people face 
the crises of sickness and to deal more adequately with 
& 4 its problems. This form of interest is increasing to a de- 
gree that is without parallel in either the history of medicine or the min- 
istry. A good indicator of the medical profession’s interest in the re- 
ligious ministry to the sick is the growth and development of organiza- 
tions of institutional chaplains, During the past 30 years three chaplaincy 
organizations have been founded or greatly developed. These are the 
Association of Mental Hospital Chaplains, The American Correctional 
Chaplains Association and the American Hospital Chaplains Association. 
Membership in these organizations is inter-denominational, Catholic, 
Protestant and Jewish. These men devote either full time or a major 
portion of their pastoral functions to institutional ministry. The establish-- 
ment of these chaplaincies in mental hospitals, correctional institutions 
and general hospitals throughout the country has been made possible 
largely because psychiatrists, psychologists, physicians and criminologists 
in voluntary, city, state and federal institutions recognize the need and 
value of institutional chaplaincy. 

An indication of the interest of the clergy in medical sciences’ ap- 
proach to sickness is the growth of the clinical pastoral training move- 
ments. Some 30 years ago a movement began, principally in Protestant 
seminaries and somewhat later in Catholic and Jewish seminaries, to 
expose theological students to a course in medicine, psychology and 
psychiatry, as well as to practical experience in the ministry to patients 
in an institutional setting. This movement has been encouraged by the 
seminaries of all these faiths and has grown until, to date, there are at 
least 10,000 clergy who have had some systematic study in this area. 
Another important indication of the extent of the clergy’s interest are 
the programs at Harvard, Loyola and Yeshiva Universities to evolve a 
curriculum in mental health education for theological students. These 
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three universities are working with the project supported by a grant 
from the National Institute of Mental Health. The universities, repre- 
sentative of Protestantism, Catholicism and Judaism, have accepted this 
project in recognition of the value and importance of introducing a dis- 
ciplined, scientific knowledge of behavior to help the clergy function 
better in their ministry. 

It is important to emphasize that this interest on the part of the 
ministry and medicine in one another’s role is not limited only to the 
problems of the physically sick, mentally ill and socially maladjusted. 
It also extends to those who are unable to deal with the problems or 
crises of living in a rapidly changing highly complex technological 
civilization. This “malady” which affects the daily lives of so many 
millions is sometimes referred to collectively as “The Problems of 
Modern Man”. A good example of medical interest in the ministry’s 
role in this area is a relatively new organization, the Academy of 
Religion and Mental Health. This group, which is international in 
character, has a membership of over 3000, among whom are 2000 
physicians, medical scientists, psychiatrists, psychologists and behavioral 
scientists. These individuals, many of international renown, have joined 
the Academy because they are vitally interested in developing a clearer 
understanding of the nature of the ministry’s contribution in enabling 
people, in our highly complex society, to evolve a pattern of mature 
living. 

The reason why this heightened interest has manifested itself in the 
past four decades can best be understood if we relate it to the advances 
that have occurred in medicine during this relatively short period. In 
addition to the chemical and biological discoveries, progress has been 
made in the understanding of the human organism as a totality. It is 
only in the past 40 years that we have come to recognize that perhaps 
one of the greatest medical “break-throughs” of our times has been 
the discovery that sickness, both physical and mental, can often be 
intimately associated with the basic struggle for self-acceptance. This 
is a struggle that man wages throughout his life. When a person loses 
his sense of self-worth and begins to feel and act like a nobody, he can 
become sick. The relatively new sciences of dynamic psychology, 
psychiatry and psychoanalysis substantiate the validity of this phenome- 
non, These sciences attempt to demonstrate how the genesis of human 
ills can be traced back to inappropriate feelings of guilt, fear and anxiety. 
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The ever-expanding theories of psychosomatic medicine bear tangible 
witness to the physical destruction that troubled feelings wreak upon 
the human body. 

To help man accept himself, to help man feel that he is a somebody, 
is one of the important functions of the ministry. In their ministry to 
the sick, the clergy try to give a man a sense of purpose and meaning 
to his life, and to living in general. They try to help him attain a sense 
of cosmic security—a feeling that he has not been forgotten or forsaken. 

If this mutually beneficial cooperation is to continue to develop, 
it is necessary to recognize that, while both medicine and the ministry 
are motivated by the common aim of helping people face sickness more 
adequately, the two professions, of necessity, use different means to 
achieve their common goal. The clergy utilize their symbolic role, the 
conviction that there is a God who cares and watches over the destinies 
of all. Dr. Gordon Allport, Professor of Social Psychology at Harvard, 
states the problem in the following manner: 

“Religion and therapy are alike in their insistence upon the need for greater 
unification and order in personality. Both recognize that the healthy mind 
requires an hierarchical organization of sentiments, ordinarily with one master- 
sentiment holding the dominant position. Psychotherapy does not insist that 
the strong central interest should be religious in character, although this pos- 
sibility, as I have just said, is ordinarily recognized and respected. But from 
the point of view of psychotherapy, sentiments dealing with family, art, sports, 
business, would be equally good if they succeed in marshalling energy and 
bestowing order in life. Religion is bound to disagree at this point, asking 
whether such sentiments are adequate to sustain personality. Can a person ever 


really attain integration until he has likewise signed and sealed a treaty of peace 
with the cosmos?” 


The recognition and acceptance on the part of the ministry and the 
medical profession of these distinctly different means, can only help to 
enhance the ability of the members of each profession to work together 
toward a common goal. 

A second step which must be taken to achieve our common goal 
is to clear up some erroneous notions concerning two important con- 
cepts which are uniquely characteristic of the ministry, and also have an 
importance to the medical profession. The significance and applicability 
of these two concepts has unfortunately been greatly misunderstood 
both by members of the clergy and members of the medical profession. 
The first is that of sin. The nature of the confusion concerning its mean- 
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ing and significance may best be illustrated through the following 
anecdote. It is based on President Coolidge’s well known characteristic 
of being a man of few words. President Coolidge met an old acquaint- 
ance one Sunday morning after church service. After an exchange of 
greetings, the man asked the President what had been the topic of the 
minister’s sermon that morning. The President replied that the minister 
had spoken for an hour on the subject of “Sin”. 

“Well, what did he say in all that time about sin?” the man asked 
the President. 

Mr. Coolidge replied, “He was against it.” 

It is, unfortunately, a common assumption that the clergy’s attitude 
toward moral and ethical infractions can best be summed up by the 
phrase that they are “against it”. It is because of this negative attitude 
that many laymen as well as those in the medical profession would 
seriously question the advisability of calling in the clergy to minister, for 
example, to an unmarried girl who is about to give birth. This is in 
marked contrast to the “permissive” attitude advocated as the proper 
approach in dealing with troubled people. One should have a “permis- 
sive” attitude, it is argued, if one is to help such troubled people, and 
not just be against them. 

The issue, however, is not “permissiveness” versus “censure”, since 
within the Biblical interpretation of sin, there is inherent the very pro- 
found concept of forgiveness. From the beginning of Judeo-Christian 
tradition, forgiveness has implied the philosophy that is the antithesis 
of “being against it”. Therefore, we must conclude that the clergy are 
required to have a “permissive” attitude. The real issue, however, is 
permissiveness versus moral indulgence. That is to say that all those who 
are attempting to help troubled people should convey an attitude of for- 
giveness, but not a philosophy that “anything goes”, and nothing really 
matters. 

Unfortunately, there are those both in medicine and the ministry 
who have assumed the latter definition of “permissiveness”. Upon serious 
reflection we have to conclude that this is as far from the original mean- 
ing of the word as the term “freedom” is from the term “license”. 

A second notion which creates confusion is that of “telling the 
truth”. The problems that arise from this notion can best be illustrated 
by the following questions which face both the clergy and members of 
the medical profession. 
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1. Shall you tell a person that he has cancer? 

2. Shall you tell a person that he is suffering from a mental illness 
for which there is no known cure? 

3- Shall you tell a person who has multiple sclerosis or any other 
degenerative disease, the inevitable course that his illness will 
take? 

To many people the issue is fundamentally either to tell the person 
the truth about his condition or not to tell him the truth. Among those 
who see this as the sole issue, there is a division of opinion, There are 
those who feel that there is a time and place even for the truth and there 
are those who feel that the truth must be stated regardless of the circum- 
stances. To many clergy there is the additional issue, namely, the 
responsibility of preparing a person to meet his Maker. 

If this were the whole issue, then it would clearly seem that telling 
the truth is the only alternative. However, in all of these cases there 
really is another underlying concept as important as that of “truth”. 
This can be stated as follows: Is anyone justified in depriving an indi- 
vidual of his inalienable right and ability to hope and have courage to 
meet and face the problems of living as long as he possibly can? We 
must recognize that cancer, to many people, is not simply a description 
of a disease. To many, this word carries the message of being hopelessly 
doomed. Cancer is like the inscription above the entrance to Dante’s 
Inferno: “Abandon hope, all ye who enter here.” It is important, ethi- 
cally, medically, and religiously speaking, to deal truthfully. It is also 
important, however, to discover a way of transmitting the truth without 
risking the possibility of killing or injuring the individual emotionally, 
spiritually, or even physically, in the process. 

In addition to these two important notions, there is a final common 
goal towards which both the ministry and medicine should devote all 
their energy. This is to help people utilize more effectively those inner 
forces which enable them to survive and to function on an optimal level. 
Throughout the centuries it has been recognized that the forces of hope, 
courage, faith and confidence are crucial in the individual’s ability to 
struggle effectively against sickness and against all other forces which 
would obliterate him, In addition to these forces, there is that something 
in man which we refer to as “creativity”. This is the force that has en- 
abled man to take a crude and wild planet and transform it into a com- 
plex technological civilization. 
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The problem for both the ministry and medicine is to discover more 
adequate means of studying the nature of these forces and to devise 
methods whereby these forces can be more effectively utilized by people. 

Modern medicine, psychology and psychiatry have taken great 
strides in trying to translate these forces into articulate terms and into 
a frame of reference which makes it possible to understand how these 
forces function in the individual. The Pastoral Ministry also has directed 
its attention towards attempting to enable man to discover the great 
resources of faith and hope, in helping him find his place in society, the 
world and the universe. 

If, however, modern man is to meet the great challenges of the world 
of tomorrow, both the ministry and medicine must redouble their efforts, 
side by side to help humanity in the best utilization of the great re- 
sources that they have been endowed with by their Maker. 
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mHE relationships of medicine and the ministry are ad- 

mittedly complex and are further conditioned by the 

complexities of man himself—the object of their at- 

tention. Because of the divergent views regarding man’s 
2 nature, it would seem difficult indeed to apply universal 
judgments which would govern in all cases the relationship between 
medicine and the ministry. Their respective roles must therefore be 
allotted, not by altering the goals pursued by each group, but rather 
determined by the goals pursued by the individual man—the person—the 
object of their concern. When we attempt to reconcile different views 
of man’s nature, the greatest difficulty is encountered in defining or 
reaching agreement on his spiritual nature. Body and mind are accepted 
as basic components of his makeup; but what is usually termed his spirit 
or soul is subject to various interpretations and also is described by dif- 
ferent terminologies. However, there is general agreement that this 
spiritual element of man, regardless of our particular definition, is a 
primary concern of the ministry. 

In dividing man’s nature into these components, each to be ministered 
to by a special group, we perhaps fail to recognize that in life man is at 
all times a combination of body, mind and spirit. In the broad sense, or 
in particular cases, the complete separation of medicine and the ministry 
is impossible since they both relate to the inseparable physical, mental 
and moral condition of man, In our present age of specialization we may 
tend to direct our interests to particular aspects of man’s nature without 
regard for him as a unit—composed of mind, body and spirit. Medicine 
may confine itself solely to scientific aspects of man’s physical nature 
and seek truth without consideration of the ethical, moral and religious 
implications of its discoveries. The implications of such discoveries, how- 
ever, have invariably raised problems in the moral and religious spheres, 
a direct concern of the ministry and the public as well. Consequently, 
while we seek to determine progressively the laws governing man and 
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the universe, society imposes upon science the obligation to employ this 
acquired knowledge for purposes which have been ratified by both 
collective and individual moral judgments, Like man himself, our dis- 
coveries have an almost equal capacity for good or evil. Consequently, 
we insist that human betterment must be the end and purpose of their 
application, The unfettered use of our inventions could completely over- 
whelm us and we could become destroyers and victims, instead of bene- 
factors of humanity. We would thus find ourselves in a predicament 
similar to that portrayed in the Fable of The Sorcerer’s Apprentice. 

We are now reaching a point that, by use of new physiological and 
psychological techniques, we can progressively probe deeper and deeper 
into the intimate workings of the mind and body. Man stands revealed 
to us in his functions, in his feelings and even in his conscience. Yet 
while we dissect each element of his physical and mental makeup, we 
must be certain that the intrusion is both permitted and is truly in the 
service of his moral as well as physical betterment. 

Today, we can actually change man’s physical output, his courage 
in the face of danger and even alter his moral integrity. The uncontrolled 
use of such powerful measures cannot be the decision of enlightened 
technicians; they must be employed to a good and purposeful end, sub- 
ject to man’s conscience, law, custom and the moral judgments of so- 
ciety. The purpose and intention of our efforts, therefore, become in- 
creasingly important as our scientific activities can now affect the ap- 
petites, the impulses and the will of man. We may even ask if the dis- 
covery of new chemical structures will explain and perhaps reduce all of 
man’s activities—physical, mental and spiritual—to purely physico-chemi- 
cal reactions. It seems doubtful that we can ever say that chemicals or a 
combination of hormones and enzymes represent a thought, a wish or an 
act of charity. These chemical complexes are actually inanimate and it is 
only in the living organism that their activity becomes manifest, requir- 
ing in man the presence of a specific animating principle by which their 
action is effected and by which it is also governed. However, their mode 
of action and their physiological and psychological effects do lend 
substance to the belief that all of our decisions and judgments are made 
in the unity of mind, soul and body and that they are made with our 
glands as well as with our reason. 

It is certainly possible that future scientific discoveries of great in- 
trinsic value, but employed for evil purposes, may reduce us to the 
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status of termites and slaves of a new dictatorship. Even the dull print 
of today’s propaganda may someday become a pill, administered by a 
State to its slaves for ends in conflict with the basic liberties and rights 
of man, The only effective prevention to such possible enslavement 
are convictions of a moral and religious nature concerned with man’s 
dignity and his ultimate destiny. Consequently, if our vision is not 
broadened to include all of man, we may find ourselves concerned only 
with his physical and mental attributes, applying our acquired knowl- 
edge possibly to reap a harvest of perfect physical and mental specimens, 
with the moral characteristics of delinquents and criminals. 

In an earlier day when medicine and the ministry were more closely 
allied, harmony of body, mind and spirit was considered the ideal. The 
ideal persists, but in splitting man into his components we have altered 
the viewpoint or changed the emphasis as physiological and psychologi- 
cal techniques have now taken the ascendency. Many philosophers and 
moralists deplore this attempt to explain the nature of man by a detailed 
analysis of his physical and psychological components. They do not 
mean the explanation of his processes or their effects, i.e., those which 
can be scientifically observed and measured, but rather the basic under- 
standing of man and the fundamental character of his life. As Henri 
Bergson has put it—“the intellect is characterized by a natural inability 
to comprehend life.” 

At various times in history, medicine or religion has taken the 
dominant role. In the past, medicine often felt hampered by the view 
that all that was not purely physical illness concerned the soul, the 
management of which was the domain of the ministry. At the turn of 
the century we witnessed the tremendous impact of new psychological 
and physiological techniques following the schools of Adler, Freud and 
Jung. Instead of body and soul, man now became (to paraphrase Mr 
Churchill) a psychological mystery wrapped in a physiological enigma. 
However, no one can deny that these new psychological concepts and 
techniques have added immeasurably to our understanding of man and 
his diseases; but like many developments, the enthusiasms for new dis- 
ciplines often have the tendency to carry us beyond their legitimate 
goals, With the rise of the new psychiatric approach to man, the old 
and firmly held religious beliefs were often relegated to a more 
subordinate position, as these beliefs were either presumably explained 
away, or redefined by a new, but still confusing, terminology. 
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As in all human history, the pendulum swings to each extreme while 
the more detached observers try to define the proper limits of each 
oscillation. It is, therefore, in a changing and somewhat confused atmos- 
phere that we attempt to define the respective roles of medicine and the 
ministry in relation to man’s nature, his health and his goals. 

In the approach to this problem of the body, mind and spirit of man, 
medicine, psychiatry and the ministry all may at times be guilty of 
extending their respective activities beyond the limits of their com- 
petence, Difficulties thus arise with the frequent arousal of mutual sus- 
picion and distrust between groups, each being accused of meddling in 
the other’s private domain. This clash of views is thought to be widely 
prevalent, but if we examine the matter a bit closer we find that the 
opposing ideas often represent beliefs and opinions of specific religious 
groups and are related to practices, rather than being a reflection of 
fundamental differences in their objectives. This is because the most 
important element involved in these conflicts is frequently forgotten; 
namely, the individual man, the patient, his physical illness, his mental 
reactions and his particular spiritual needs, 

If we do not forget the man, the person, the respective roles can 
perhaps be more readily determined. For the practicing physician, the 
problem of the individual roles of religion, psychiatry and medicine 
does not always offer an easy solution, since a preference is often related 
to his own individual background and views on religion. Even though 
physicians may differ in their beliefs and attitudes towards religion, it is 
difficult actually to relate these disagreements to the individual patient’s 
problems. The patient and his family are capable of making a free 
choice, in their own time and in accord with their own shared beliefs, 
wishes and desires. 

In life, as in proximity to death, closer cooperation between medi- 
cine and the ministry would seem desirable, but they come together, 
usually at the time of approaching death, when time is a limiting factor 
to effective action or understanding. It is in this moment of crisis and in 
the face of death that we deal with the patient’s hope for life and his 
rejection of death. Can anyone feel confident that he has the right to 
deny the patient access to either medicine or the ministry? Only the 
patient can really decide this issue. 

Medicine and the ministry both give help as well as hope in critical 
times when man’s greatest need is hope, both for the present and for 
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the future. “His hope is not what we call optimism, Optimism is easy; 
it consists in supposing that everything is sure to work out in the end, 
automatically. Hope is the attitude of a free will which has already 
reached the limits of its own activity.” 

It is, therefore, in the dignity of man’s choice and his decision that 
his basic problems must be resolved. Can this be accomplished by his 
own devices or by a single discipline? Those who believe this to be 
true fall into the same error as those who believe that a change in eco- 
nomic conditions of life is sufficient to transform mankind. Man needs 
help, since by his nature he has always been in conflict with the world 
about him. Albert Camus, the late Nobel Laureate, describes the 
monstrous absurdity of a world at odds with mankind, which he believes 
leaves no option except revolt. We can, however, adopt another alterna- 
tive to revolt and consider the true spiritual quality of man, that con- 
science itself requires that at least we should say “no” to a world we 
cannot change, and may not tolerate. Do we not owe to man, in his 
difficulties, all that science can contribute to his physical and mental 
health? And does his religion not contribute to his spiritual welfare and 
to the attainment of his eventual and perhaps his eternal goal? Medicine 
and the ministry both labor for man, who is today the patient, tomorrow 
the dying man, the day following, the lifeless thing, cold in death, And 
they should not meet at a time of crisis simply to determine the order 
of their precedence. The basic human qualities of the physician and the 
clergyman can always be employed not only to discover the mystery of 
man, but also seek to enlighten him, so that even the last forces of life 
may be awakened. 

As physicians, we may fail in our obligation to man if we allot to the 
minister, priest or rabbi only the task of conducting a suitable burial 
ceremony. We should remember that for the man who is truly religious, 
the support of his religion is not just to provide a less agonizing death, 
but also to provide a better life, to make physical and mental suffering 
not only more endurable but even inspirational and purposeful. 
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wae a psychiatrist in a world of anxiety, tension and uncer- 
4] tainty, I am heartened to see that there is greater in- 
Ay i terest in the closer working together of men of medicine 
a and of the ministry. Long before most of us knew any- 
asesesesesesa) thing about psychiatry, our ideas of personality develop- 
ment were couched in terms of ideals, faith and religious principles. We 
owed much to our ministers, teachers and relatives who cared for and 
loved their fellow man. By teaching, and more by example, we were 
inspired. In the small Southern town where I was reared, the ministers 
usually returned to seminaries to teach, and it was said, to escape from 
people who had too much religion, But while they were with us it was 
an unforgettable experience to hear their good talk and their heated 
arguments about the development of man’s personality, his life, his 
responsibilities and his destiny. When I returned from medical school, 
one of my old teachers declared that he would trust me to take care of 
his body, but glared through his pince-nez glasses as if to imply that of 
course this did not include his mind and soul. Some years later he seemed 
horrified to learn that psychiatry was to be my specialty, and it was 
only after a long talk that he began to appreciate that it was possible 
for a whole person to treat a whole person, as Bishop Pike has so well 
expressed it. 

In spite of skeptics, men of medicine and men of the ministry speak 
the same language more often than they realize. Many American psy- 
chiatrists have been influenced directly or indirectly by the teachings of 
Dr. Adolph Meyer who well knew the importance of considering the 
whole man. He often spoke of his father’s being a minister and his 
uncle’s being a good physician. In his practice and teaching of psy- 
chiatry he tried to bring together the best precepts of each. Again, if we 
study with an unprejudiced mind the truths of Freud’s psychoanalysis, 
we see the similarity between Freudian psychology and the religious 
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aspects of man’s personality development. As infants we are selfish, 
dependent and self-centered. We must grow up, leave our fathers and 
mothers and our homes, and gradually become responsible adults. For 
most of us, this involves some feelings of loneliness and pain, and in the 
words of the Negro spiritual, we “sometimes feel like a motherless child”. 
It requires faith and a belief that our main tendencies are in the right 
direction to move into that larger family, the community, and to feel 
that there we belong and are wanted. To the minds and hearts of whole 
persons, this feeling can overcome the pain and loneliness of growing 
up and can assuage the fear and anxiety of separation from early in- 
fantile and childish associations and dependencies. 

A person in good mental health is one who, resolving and refining 
inner adjustments, has something left over to contribute to others, It is 
always our duty to help one another achieve this health, and certainly 


to psychiatrists and men of medicine as well as to ministers, an active 
faith is essential. 


Tue New York Acapemy or MeEpICINE 
2ND ANNUAL CORRELATED CLINICAL SCIENCE COURSE 
Tuespay Eventnecs 8 To 1o P.M. 
SEPTEMBER 12, 1961 through May 1, 1962 

This 31-session course will be patterned on the initial Correlated 
Clinical Science Course arranged by the Academy’s Committee on Med- 
ical Education during the academic year 1960-61. Although there will 
be some variation in content, the objectives remain the same; namely, 
to provide a basic review of the several human organ systems with 
particular emphasis on their physiology, pharmacology and biochem- 
istry as related to clinical disease. 

The 1961-62 Course is being supported by a grant from the Josiah 
Macy, Jr., Foundation, Therefore no fee will be charged but advance 
registration is required. 

The course is open to all interested physicians and information 
regarding registration and curriculum details may be obtained by 
addressing: Aims C. McGuinness, M.D., Executive Secretary, Commit- 
tee on Medical Education, The New York Academy of Medicine, 
2 East 103 Street, New York 29, N. Y. 
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SOCIETY PUBLICATIONS NEEDED FOR 
THE ACADEMY LIBRARY 


mHE Academy Library, as one of the foremost research 

libraries for medicine, tries to have in its collection, so 

far as it is possible, all material of importance in its 

field and in the allied sciences. To keep up with the 

G “J growing output of literature is becoming ever more 
difficult and costly. 

Just the mechanics of learning what is being issued constitutes no 
small task. The records of newly published books are checked constant- 
ly. Much is published, however, which is not listed in these sources, and 
to find notices of these “non-trade” books and pamphlets is much more 
time-consuming. Some fifty periodicals are gone over regularly for 
book reviews, announcements, or casual mention of publications which 
we should fail to hear of otherwise. 

Even so, there is a large class of material which is important for a 
library like the Academy’s but which is missed more often than not. 
This is composed of books and pamphlets for which organizations are 
their own publishers, and of which, therefore, no mention is made 
in the usual trade channels. Examples of this type of publication are: 


American Hospital Association. Manual of admitting practices 
and procedures. 


American Academy of Neurology. Directory of members. 


American Medical Association. Medical scholarship and loan 
fund programs. 

Joint Commission on Accreditation of Hospitals. Accredited 
hospitals. 

American Society of Clinical Pathologists. Seminar on tumors 
of the soft tissue. 


College of American Pathologists, Manual of contractual and 
ethical relations. 


Most of such material consists of pamphlets, printed or mimeo- 
graphed, and has therefore only an ephemeral existence. It goes usually 
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only to members of the organizations issuing it, and after they finish 
with it, it goes into their waste-baskets, Some societies refuse to dis- 
tribute to non-members abstracts of their proceedings, transactions and 
membership lists even when appearing as sections of a periodical the 
rest of whose issues are freely sold. A great deal of all this is of his- 
torical value, some of it is of present clinical significance, and some of 
immediate usefulness for reference. The Academy Library is anxious 
to rescue as much of it as possible. To do this, it needs the help of all 
the Academy’s Fellows. If each one of them will put material of this 
sort, no longer wanted by them, not into the waste-basket but into 
an envelope addressed to the Library, a surprising amount can be 
salvaged. If the Academy’s Fellows will keep their Library in mind 
and save for it all such ephemera as they no longer want, the Library 
will be deeply grateful. (The above request does not apply to reprints 
and advertisements. ) 


INTERNATIONAL CONGRESSES 


We take this opportunity to repeat once more our former plea 
for programs and reports of international congresses. These are one 
of the most difficult types of publications to secure. Any Fellow attend- 
ing such congresses and acquiring any of their literature is begged to 
deposit in the Library whatever he does not wish to keep. 


The Librarian 
The New York Academy of Medicine 


REPRINTS OF MEDICAL CLASSICS 


The Library Publications Committee of The New York Academy 
of Medicine is pleased to announce the inauguration of a new series of 
reprints in the history of medicine. These will include texts in English 
of outstanding contributions, 

The first six of the series, to be published by the Hafner Publishing 
Company, will be available at the end of 1961. They will be issued in 
paper back at a modest price. Each text will include an introduction by 
an outstanding physician. Some of the authors to be represented are 
Charcot, Corvisart, Heberden, Laennec, Pinel and Rush. 
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ByarRD WILLIAMS 


RosperT L. CraiG, Executive Secretary 


COMMITTEE ON PUBLIC RELATIONS AND FINANCIAL DEVELOPMENT 


G. Jarvis COFFIN SAMUEL W. LAMBERT, JR. RusTIN MCINTOSH 


COMMITTEE ON ART 


ALBERT C. SANTY, Chairman 
MEYER M. MELICow 


JoHN J. CONLEY 


COMMITTEE ON REVISION OF BY-LAWS 


ALEXANDER T. MartTIN, Chairman 
J. BURNS AMBERSON JoHN M. MCLEAN 


JOINT CONFERENCE COMMITTEE WITH THE 
MEDICAL SOCIETY OF THE COUNTY OF NEW YORK 


From the Academy of Medicine From the County Society 


FRANK GLENN Davip LYALL 
HowarbD CRAIG MILTON HELPERN 
G. Jarvis COFFIN GEORGE HIMLER 


OrRIN SAGE WIGHTMAN WILLIAM L. WHEELER 
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Other Committees Appointed Annually by the President — 1961 (Continued) 


COMMITTEE ON HONORARY FELLOWSHIP, MEDAL AND PLAQUE 


CHARLES E. KOSSMANN, Chairman 


Joun G. Kipp BELA SCHICK 
GeorGE A. PERERA A. ZINTEL 


GIBBS PRIZE COMMITTEE 


RoBert F. Logs, Chairman 


ARTHUR M. FISHBERG Rospert S. HOTCHKISS 
WILLIAM GOLDRING JoHN K. LATTIMER 
Victor F. MARSHALL 


LIBRARY PUBLICATIONS COMMITTEE 


Bronson S. Ray, Chairman 


GERTRUDE L. ANNAN FRANK GLENN 
Howarp REID CRAIG SAUL JARCHO 
JEAN E. FOULKE SAMUEL W. LAMBERT, Jr. 


COMMITTEE ON PROFESSIONAL STANDARDS 


J. HINTON, Chairman 
FREDERICK H. AMENDOLA SAMUEL W. LAMBERT, Jr. 
SQUIER DUNN Louis LEITER 
JOHN H. DUNNINGTON PRESTON A. WADE 


SALMON MEMORIAL COMMITTEE 


Francis J. BRACELAND, Chairman 
KENNETH E. APPEL Davip M. Levy 
Howarb REID CRAIG D. C. Lewis 
OskaR DIETHELM H. Houston MERRITT 
FRANK GLENN S. BERNARD WorrtTIS 


BERNARD S. OPPENHEIMER FUND COMMITTEE 


SOLOMON SILVER, Chairman 


Howarpb CRAIG Aims C. MCGUINNESS 
CLARENCE E. De La CHAPELLE ARTHUR PuRDY STOUT 


LOUIS LIVINGSTON SEAMAN FUND COMMITTEE 


WILLIAM C. SPRING, Jr., Chairman 


HENRY B. MAKOVER WaLsH McDERMOTT 
BERWYN F. MATTISON Harry Most 


W. H. SEBRELL, Jr. 


BUILDING COMMITTEE 


G. Jarvis CoFFIN, Chairman 


Asa L. LINCOLN ALBERT C. SANTY 
MarsH JEROME P. WEBSTER 
A. Parks McComss RosBert H. WYLIE 


COMMITTEE ON DENTISTRY (Interprofessional Relations ) 


From the Academy of Medicine From the N. Y. Academy of Dentistry 
BEVERLY CHEW SMITH, Chairman RaLeH J. BowMan, Chairman 
RusseELL H. PATTERSON HAROLD ALDRIDGE 
THEODOR BLUM MALCOLM W. CarR 

HERBERT L. TauB 
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OFFICERS OF SECTIONS 
1960-1961 1961-1962 


SECTION ON ANESTHESIOLOGY * 


E. M. Papper, Chairman pro tem. 
ALBERT M. BETCHER, Secretary pro tem. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY 


BeEaTrRICE M. KESTEN, Chairman ORLANDO CANIZARES, Chairman 
ORLANDO CANIZARES, Secretary JosePH L. Morse, Secretary 
SECTION ON GENITO-URINARY SURGERY 
GeEorGE R. NAGAMATSU, Chairman RALPH J. VEENEMA, Chairman 
RALPH J. VEENEMA, Secretary PERRIN B. SNYDER, Secretary 
SECTION ON HISTORICAL MEDICINE 
H. McLeop Ricoins, Chairman OskaR DIETHELM, Chairman 
D. Van H. HOLMAN, Secretary GuRNEY TAYLOR, Secretary 
SECTION ON MEDICINE 
CaRL MUSCHENHEIM, Chairman Howarp A. EDER, Chairman 
Howarp A. EDER, Secretary Hivary H. Secretary 
SECTION ON MICROBIOLOGY 
GILBERT DaLiLporF, Chairman HERALD R. Cox, Chairman 
JoHN Y. SuGG, Secretary RoBerT C. AUSTRIAN, Secretary 
SECTION ON NEUROLOGY AND PSYCHIATRY 
LAWRENCE C. KOLB, Chairman J. LAWRENCE PooL, Chairman 
J. LAWRENCE POOL, Secretary ROBERT W. Secretary 
SECTION ON OBSTETRICS AND GYNECOLOGY 
Gorpon W. DoucLas, Chairman EQUINN W. MUNNELL, Chairman 
EQuINN W. MUNNELL, Secretary MarTIN L. STONE, Secretary 


SECTION ON OCCUPATIONAL MEDICINE 
NORMAN PLUMMER, Chairman pro tem. 
Davip H. GOLDsTEIN, Secretary pro tem. 


SECTION ON OPHTHALMOLOGY 


JosePH LavaL, Chairman ByrRON SMITH, Chairman 
JoserH A. C. WADSworRTH, Secretary Max CHAMLIN, Secretary 
SECTION ON ORTHOPEDIC SURGERY 
J. WILLIAM FIELDING, Chairman SIDNEY N. EICHENHOLTZ, Chairman 
SIDNEY N. EICHENHOLTZ, Secretary Puitip D. WiLson, Jr., Secretary 
SECTION ON OTOLARYNGOLOGY 
DarRELL G. VoorHEES, Chairman Duncan R. McCuaicG, Chairman 
Duncan R. McCualie, Secretary Davip I. FRANK, Secretary 
SECTION ON PEDIATRICS 
SAUL KRUGMAN, Chairman Harry S. ALTMAN, Chairman 
Harry S. ALTMAN, Secretary CuarLes D. May, Secretary 
SECTION ON SURGERY 
S. Hurwitt, Chairman Haroip A. ZINTEL, Chairman 


Harowp A. ZINTEL, Secretary JoHN M. BEAL, Secretary 


OFFICERS OF AFFILIATED SOCIETIES 


1960-1961 1961-1962 
THE HARVEY SOCIETY 
Rosert F. Pitts, President DICKINSON W. RICHARDS, President 
ALEXANDER GORDON BEARN, Secretary ALEXANDER GORDON BEARN, Secretary 
NEW YORK PATHOLOGICAL SOCIETY 
Harry M. ZIMMERMAN, President JoHN T. ELLs, President 
HANS Popper, Secretary HANS Popper, Secretary 
NEW YORK ROENTGEN SOCIETY 

FRANK J. BoRRELLI, President WILLIAM B. SEAMAN, President 
ALBERT A. DUNN, Secretary BERNARD S. WOLF, Secretary 

SOCIETY FOR EXPERIMENTAL BIOLOGY AND MEDICINE 
Harry M. Rose, Chairman C. CHESTER Stock, Ph.D., Chairman 
JoserpH ReILLy, Ph.D., Secretary RoGerR L. Greir, Secretary 


* Organization of this Section has been approved by the Council of the Academy and will be submitted for 


ratification by the Fellows at the Stated Meeting on November 2, 1961. 


THE NEW YORK ACADEMY OF MEDICINE 
FIFTH ANNUAL POSTGRADUATE WEEK 
OCTOBER 23 to 27, 1961 


SURVEY AND REVIEW 


The physiology, diagnosis and therapy of selected aspects 
of a specific disease will be presented each day. 


Monday 
October 23 CLINICAL ASPECTS OF GENETICS 


10 A.M, to 12 NOON 
ROLE OF GENETICS IN CLINICAL MEDICINE 


MOLECULAR GENETICS: GENES, THEIR FUNCTION AND 
MECHANISM OF ACTION 


POLYMORPHISM, HETEROSIS, GENE FREQUENCY, MUTATION, 
EFFECTS OF RADIATION ON GENES 

1 P.M. to 3 P.M. 
THE SEX CHROMOSOMES AND ANOMALIES OF SEX 


SOMATIC ANOMALIES ASSOCIATED WITH CHROMOSOMAL 
ABERRATIONS 
GENETICS, SOCIETY AND EVOLUTION 


Tuesday 
October 24 RHEUMATOID ARTHRITIS 


10 A.M, to 12 NOON 
NATURAL HISTORY 
SEROLOGICAL REACTIONS: THE RHEUMATOID FACTOR 
PATHOLOGY 


SYSTEMIC LUPUS ERYTHEMATOSUS 


1 P.M. to 3 P.M. 


NATURAL HISTORY 
SPECIAL CLINICAL PROBLEMS 
ANTINUCLEAR FACTORS AND SERUM COMPLEMENT 


Wednesday 
October 25 EPIDEMIOLOGY OF CANCER 


10 A.M, to 12 NOON 


TREATMENT OF CANCER OF THE BREAST 


1 P.M. to 3 P.M. 
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Thursday 


October 26 EDEMA FORMATION AND MOBILIZATION 


10 A.M. to 12 NOON 
ULTRASTRUCTURE OF CAPILLARIES IN DIFFERENT ORGANS 


EXCHANGE OF WATER AND ELECTROLYTES ACROSS 
BIOLOGICAL MEMBRANES 


THE KIDNEY IN SALT AND WATER RETENTION 
ANTIDIURETIC HORMONES IN THE FORMATION OF EDEMA 


1 P.M. to 3 P.M. 
THE EDEMA OF NEPHROSIS 
THE EDEMA OF HEART FAILURE 
NON-MERCURIAL DIURETICS 
MERCURIAL DIURETICS 


Friday 
October 27 


LIVER DISEASE 
10 A.M. to 12 NOON 
Diagnostic Aspects 


CONTRIBUTION OF NEW STRUCTURAL CONCEPTS 
NEW FUNCTIONAL PRINCIPLES 
RADIOLOGIC TECHNIQUES 


1 P.M. to 3 PM. 
Recent Developments in Disease Entities 
VIRAL HEPATITIS 


CHOLESTASIS 
HEPATITIS IN CHILDREN 


A subscription luncheon will be served in the Presidents’ Gallery 
at the Academy each day. 


REGISTRATION 


Members of the medical profession, including interns and residents, 
and those working in the allied sciences, are cordially invited to 
attend all sessions. Registration, WITHOUT FEE, is required for non- 
Fellows of the Academy. 


A detailed program, when published, will be mailed to every 
Fellow of the Academy, without request, and to others on request 
addressed to: The Secretary, Postgraduate Week, The New York 
Academy of Medicine, 2 East 103 Street, New York 29, N. Y. 


THE BULLETIN 


THE LOUIS LIVINGSTON SEAMAN FUND 
GRANTS-IN-AID 


The New York Academy of Medicine announces the availability of The Louis 
Livingston Seaman Fund for the furtherance of research in bacteriology and 
sanitary science. Four thousand seven hundred and ninety-five dollars is available 
for assignment in 1961. This Fund was made possible by the terms of the will of 
the late Dr. Louis Livingston Seaman and is administered by a committee of the 
Academy under the following conditions and regulations: 

1. The Fund will be expended only in grants-in-aid for all or any part of the 
sum available for investigation, scholarships for or travel related to the 
furtherance of research in preventive medicine or public health. 

2. Preference will be given to applications from medical students, interns, 
residents and junior faculty members whose project may foster their under- 
standing of research, including the historical perspectives thereof. 

3. Geographically, preference will be given to applicants from the New York 
metropolitan area. 

4. Projects for which other major sources of research funds are not applicable 
will also be given preference. 

5. The committee will receive applications either from institutions or individ- 
uals up to September 1, 1961. 


Communications should be addressed to: 


Dr. William C. Spring, Jr., Chairman 
The Louis Livingston Seaman Fund 
The New York Academy of Medicine 
2 East 103 Street, New York 29, N. Y. 


BENDINER & SCHLESINGER 
Laboratory 


Joun Tennyson Myers, M.D., Ph.D., Director 


SERVING THE PHYSICIAN FOR 
OVER HALF A CENTURY IN THE 
CLINICAL LABORATORY FIELD. 


Third Avenue and Tenth Street @ New York City 3, N. Y. 


Messenger Service—ALgonquin 4-2300 
Also mailing facilities 


Ix 


(brand of diphenoxylate hydrochloride with atropine sulfate) 


>< lowers motility 
>< controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G.D. SEARLE « co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Carrying on 
congestion-free 
with fast-acting 


NIZ 


NASAL SPRAY 


At the first allergic sneeze, two inhalations from the NTz Nasal Spray act speedily to bring excep- 
tional relief of symptoms. The first spray shrinks the turbinates and enables the patient to breathe 
through his nose again. The second spray, a few minutes later, opens sinus ostia for essential 
ventilation and drainage. Excessive rhinorrhea is reduced. WIZ is well tolerated and provides safe 
“inner space’’ without causing chemical harm to the respiratory tissues. 
NIz is a balanced combination of three thoroughly evaluated compounds: 
@ e0-Synephrine® HCI, 0.5% to.shrink nasal membranes and sinus ostia and provide 
inner space 
@hentadii® HCI, 0.1% to provide powerful topical antiallergic action and lessen rhinorrhea 
@ephiran® Ci, 1:5000 (antibacterial wetting agent and preservative) to promote spread and 
penetration of the formula to less accessible nasal areas 
NIzis supplied in leakproof, pocket size, squeeze bottles of 20cc. and in bottles of 30 cc. with dropper. 


QUICK SYMPTOMATIC RELIEF OF HAY FEVER OR PERENNIAL RHINITIS (},)uathinop 


nTz, Neo-Synephrine (brand of phenylephrine), Thenfadil (brand of thenyidiamine) and LABORATORIES 
Zephiran (brand of benzalkonium, as chloride, refined), trademarks reg. U.S. Pat. Off New York 18, N. Y. 
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the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


® SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 


impairing mental acuity, motor control or normal behavior. 
® ECONOMICAL for the patient—daily cost is only a dime or so more than 


for barbiturates. 
Meprospan-400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 

Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 

each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 
CME-4232 


WALLACE LABORATORIES / Cranbury, N. J. 
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THE BULLETIN 


Roosevelt Field, Long Island 


Jamaica, Queens 


Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy's is up-to-the-minute. We make every effort to have all 
new or scarce drugs on hand for your prescription. We follow the 
development of each new product, obtain it as soon as it is available. 
And when you prescribe, you can be assured that your prescription 
is accurately compounded exactly as you write it, carefully checked 
by our supervising pharmacists. 


No wonder so many physicians prefer Macy’s Prescription Department. 


BULLETIN 


THE NEW YORK 
ACADEMY OF MEDICINE 


> 


The Bulletin contains scientific papers pre- 
sented at the Academy, including . . . 


Post-Graduate Week Lectures 

Stated Meeting Addresses of the Academy 
Academy Section Papers 

Monthly Panel Meetings—Transcripts 
New York Pathological Society—Abstracts 
and Other Original Contributions 


ALKAL OL Published Monthly 


for mucous membranes, 
bland, effective Annual subscription price, $8.00 in 
Send for clinical sample. United States and Canada. 


THE ALKALOL COMPANY All other countries $9.00 
Taunton 4, Mass. 


XIII 
White Pleins, W..¥. 
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announcinc... A POTENT 
ANTIDEPRESSANT 
WITH EFFECTIVE 


AMITRIPTYLINE HYDROCHLORIDE 
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new...a potent 
antidepressant 
with effective 
anti-anxiety 


properties 


Class of compounds 


Anxiety 


RELATIVE UTILITY INMANAGEMENT OF DEPRESSED PATIENTS 


TARGET SYMPTOMS OF DEPRESSION: 


Insomnia 


Depression Over-all relief 


of symptoms 


TRANQUILIZERS 


| “Failure of the trariquilizers to 
produce satisfactory results is 
due in many cases to their 
being prescribed for depres- 
sion, especially depression 

masked by the more promi- 

nent symptoms of anxiety. The 

underlying depression may be 

deepened.”' 
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ELAVIL 


“CONS stimulants 


anti-depressants, if given 
to anxious patients, will — 
increase the anxiety....” 


this drug [ELAVIL] acted both as a tranquilizer and 
as an anti-depressant. ...”? Many physicians customar- 
ily treat anxious or depressed patients with a combina- 
tion of an antidepressant and a tranquilizer. This is 
seldom necessary when prescribing ELAVIL because it 
has both antidepressant and anti-anxiety properties. 


3 : 


effective in patients with depression... 
particularly useful in those with predominant symptoms 

of anxiety and tension ...provides prompt relief of anxiety 
and insomnia associated with depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS 


ANTIDEPRESSANTS 


INDICATIONS: Manic-depressive reaction — depressed phase; involutionai melancholia; reactive 
depression; schizoaffective depressions; neurotic depressive reaction; and these target symptoms: 
anxiety; depressed mood; insomnia; psychomotor retardation; functional somatic complaints; loss of 
interest; feelings of guilt; anorexia. May be used whether the emotional difficulty is a manifestation of 
neurosis or psychosis,* and in ambulatory or hospitalized patients.*:+.5 

USUAL ADULT ORAL DOSAGE: Initial, 25 mg. three times a day, until a satisfactory response is noted. 
Many patients improve rapidly, although some depressed patients may require four to six weeks of 
therapy before obtaining maximum benefit. In severely depressed patients, as much as 150 mg. per 
day may be given. Maintenance, 25 mg. two to four times a day. Some patients may be maintained on 
10 mg. four times a day. The natural course of depression is often many months in duration. Accord- 
ingly, it is appropriate to continue maintenance therapy for at least three months after the patient 
has achieved satisfactory improvement in order to lessen the possibility of relapse, which may occur 
if the patient’s depressive cycle is not complete. In the event of relapse, therapy with ELAVIL may 
be reinstituted. 

ELAVIL is not a monoamine oxidase (MAO) inhibitor. No evidence of drug-induced jaundice or agran- 
ulocytosis has been noted. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they 
occur, are usually mild. However, as with all new therapeutic agents, careful observation of patients is 
recommended. As with other drugs possessing significant anticholinergic activity, ELAVIL is contra- 
indicated in patients with glaucoma. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100. Injection (intramuscular), 10 mg. per cc., 10-cc. vials. 
REFERENCES: 1. Perloff, M. M., and Levick, L. J.: Clinical Med. 7:2237, Nov. 1960. 2. Freed, H.: Am. J. 
Psychiat. 117:455, Nov. 1960. 3. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 4. Ayd, F. J., Jr.: Psy- 
chosomatics 1:320, Nov.-Dec. 1960. 5. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the piysician should consult the detailed informatior. on use eccompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


18 A TRADE MABE OF MERCER & INO. 
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introducing...nutritional support 

in convenient, tasty, liquid form 

to supplement inadequate diets... 
to replace skipped meals 


Nutrament 


nutritionally complete food 
a nutritious meal, ready to drink 


nutritional support is often needed for: 
careless or irregular eaters—who skip breakfast or 
lunch or do not eat properly because of busy sched- 
ules or faulty eating habits. 


children—who need increased basic nutrients during 
convalescence! or during difficult feeding periods, 
such as after tonsillectomies.” 


adolescents—who require nutritional support be- 
cause of growth needs and poor dietary selection.’ 


pregnant patients—who often require sound, easily 
tolerated, and convenient nutritional supplemen- 
tation during pregnancy and lactation.‘ 

geriatric patients and others—who cannot or will not 
maintain proper nutrition because of poor dentition, 
faulty eating habits, or lack of interest in eating.® 
hospital patients —Nutrament liquid can serve as an 
excellent and convenient source of nourishment. 


and in Oral, Dental or Surgical conditions—which 
interfere with or prevent consumption of solid food. 


readily accepted by patients 

Nutrament liquid requires no special preparation. 
Smooth texture and appealing taste of Nutrament 
make it readily acceptable. Equally delicious served 
hot or cold. Nutrament also has a high satiety value. 


supplied 


In 12% fl. oz. cans, chocolate and vanilla flavors. 
Conveniently available at drug and food stores. 


offers a scientifically balanced ratio of carbohydrate, 
protein, and fat. Each 12% fl. oz. can of Nutrament 
liquid provides 400 calories. Caloric distribution: 
protein—20 (20 Gm.) ; carbohydrate—50% (50 Gm.) ; 
fac—30% (13.3 Gm.); plus the following vitamins 
and minerals: 


Vitamin A (U.S.P. Units). . 
Vitamin D (U.S.P. Units). . 
Vitamin C, mg. ......... 
Thiamine, mg. 

Riboflavin, mg. . 
Niacinomide, mg. ...... 
Calcium, Gm. .......... 
Phosphorus, Gm. ....... 
lodine, mcg. ........... 


Vitamin E (int. Units) 

Pyridoxine, mg 

Vitamin B, >, meg. 
Calcium pantothenate, mg. 
Sodium, Gm. .........--- 
Potassium, Gm. 
Mongonese, mg. ........... 1 
0.55 


ingredients: Whole milk, skim milk, sugar, soy flour, Dextri-Maltose® 
(maltose and dextrins derived from enzymic action of choice barley malt 
on selected corn flour), starch, chondrus extract, sodium alginate, vitamin A 
palmitate, calciferol, sodium ascorbate, thiamine hydrochloride, niacinamide, 
ferrous sulfate, sodium iodide, d-alpha-tocophery! acetate, pyridoxine hydro- 
chloride, cyanocobalamin, calcium pantothenate, salt, cupric carbonate, 
manganese sulfate, cocoa and/or imitation vanilla flavor. 


references: (1) Nelson, W. E.: Textbook of Pediatrics, ed. 7, Philadel- 
phia, W. B. Saunders Company, pp. 231-233, 1959. (2) Parrott, R. H., 
and Nelson, W. E.: ibid., p. 759. (3) Johnston, J. A.: Ann. New York 
Acad. Sc. 69:881-901 (Jan. 10) 1958. (4) Burke, B. S., and Kirkwood, 
S. B., in Greenhill, J. P: Obstetrics, ed. 12, Philadelphia, W. B. 
Saunders Company, 1960, pp. 126-131. (5) Skillman, T. G.; Hamwi, 
G.J.,and May, C.: Geriatrics 15:464-472 (June) 1960. 


Edward Dalton Co. 


A DIVISION OF 


MEAD JOHNSON & COMPANY 


Quality products from nutritional research 
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09, July 1955. Taylor, R. D., Clin. 
Am. J. Digest. Dis. 22:204-206, July 1954 
Berg, G. & Black, M., Med. 


D. M., Antibiotics & Chemotherapy 3:721-730, July 1 
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E, J.A.M.A. 148:1137-1121, March 29, 1952. Waishren, B. A. & Carr, C., Am. J. M. Sc. 223:418-421%3 
& Ney, C. & Markham, M. J., New York State J. Med. 52:1033-1085, April 15, 1952. Secretan, M., Schweiz. me 
May 1952. Bourgevis, G. A. Am. J. Surg. 83:671-673, May 1952. Carroll, GC. & Brennan, 8. V., !. Internat. Cd 
\Digest Treat. 3:445-452, June 1952. Carroll, G. & Brennan, R. V., J. Urol. 69:88-95, July 1952. Schoonoy 
0, July 1952. Prentiss, R. J.; Mullenix, R. B. & Whisenand, J. M., California Med. 77:7-11, July 1952. Yq 
. $:786-787, Nov. 1951. Flint, L. D., S. Clin. North America 31 :681-690, June 1951. Cummings, R.H., Ar 
yeymous, Am. Prof, Phare. 17:726-727, Avg. 1951. Carroll, G. & Brennan, R. V., J. Florida N. A. 33:257 
39, Nov. 1951. Carroll, G, & Brenran,R: V, South. Med. & Surg. 123:3538, Nov. 19 
: :377-383, Dec. 1951. Rhoads, BS.; Billings, C. E, & Adair, D, M., (Proc. Central § 
Bd, R. D., S. Clin. North America 20:61-69, Feb. 1950. Burns, E., }. Omaha Mid-W@ 
Am. J. Dis. Child, 79:785-790, May 1950,. Howard, F S., Sianford M. Bull. 84 
10, 1950, Carroll, G.; Allen, H. N. & Flynn, Postgrad. Med, 8:312-316 
m.M.A. 144:601-608, Oct, 21, 1950. Stewart, B. L. & Lash, J. J., J. Urol. 4:801 
R. Southwestern Med. 37 :403-409, Dec. 1950. Hinman, F, Jr., Ann. West 
50. Langemann, H., Schweiz, med. Wehnechr. 90:78-81, Jon. 28, 1950, Bird 
O, Jan. 1949, Rhoads, B S.; Svec, F A. & Rohr, J. H., Quart, Bull, Northwed 
m9. Schiffrin, M. J., Mod. Hosp. 72:104, 106, 108, 110, March 1949, Rhol 
A. M., Proe. Soc. Exper. Biol, & Med 7: :20-23, May 1949. Rhoads, P 


732, Nov. 25, 1955. Carroll, G.; Brennan, R. 
T. J. M.; Buchtel, H. A. & Ivers, W. M., 
Hughes, eppridge, W. M. & Roberts, L. C., South. M. J. 47:1082 
Urol. 72:124 » Dec. 1954. Malu, N.S. R., Urol. 72:1104-1136, 
Morucci, D. win, W. L., Ann. Surg. 140:832-838, Dec. 1954. Thompsd 
1953. Waisbreny & Hastings, E.V., Arch. Path. 55:218-222, March 1953. Barna 
Med. 60:20 pril 1953. Chen, J. Y. Priddle, 0. D.; Crawford, Boschetti; 
Fed. Proc. 12 March 1955. Rattner, W.H. and Liberman, P R., Clin. Med. 5:3 


